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Quick Information: 

The Tennessee Plan ID number printed on 
your UMR/POMCO ID card is: 

The effective (beginning) date of your coverage is: 

Website: 
www.umr.com/thetennesseeplaninfo 

If you have questions concerning benefits and claims payment, please 
contact UMR/POMCO’s customer service department for The Tennessee Plan, 

Monday–Friday 7 a.m. to 5 p.m. CST (8 a.m. to 6 p.m. EST) at: 

1.888.477.9307 

Please send claims submissions or correspondence to: 

UMR/POMCO  
P.O. Box 30541  

Salt Lake City, UT 84130-0531 
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Frequently Asked Questions About 
The Tennessee Plan 

Who do I call with questions on my premiums or enrollment status? 
You can call the State of Tennessee, Benefits Administration at 1.800.253.9981 
with questions on your premiums or enrollment status. 

Do you offer an online service where I can access The Tennessee Plan, including  
enrollment status and claims inquiry?  
Yes, you can log onto www.umr.com/thetennesseeplaninfo to access claim status, view 
and print an Explanation of Benefits (EOB), as well as other important information about 
your enrollment and coverage. Your UMR/POMCO identification (ID) number can be found 
on page 2 or on your UMR/POMCO ID card. 

What do I need to do when I go to the doctor or a health care provider? 
When you receive services from a health care provider, or are admitted to a hospital, 
show both your Medicare card and The Tennessee Plan identification card. 

I lost The Tennessee Plan Identification Card issued to me. How do I get another one? 
You can call our customer service office for The Tennessee Plan at 1.888.477.9307 
Monday–Friday, 7 a.m. to 5 p.m. CST (8 a.m. to 6 p.m. EST), to request an additional card. 
TTY/TDD users, call 1.866.256.7256. You can also log in to www.umr.com/ 
thetennesseeplaninfo and select ID card from the myMenu to print a temporary card or 
request a new card mailed to your home. 

How can I reach Medicare if I have a question regarding how Medicare paid my claim? 
You can contact Medicare at 1.800.MEDICARE (1.800.633.4227). You can also log in to 
MyMedicare.gov to view your Medicare claims. 
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Welcome to The Tennessee Plan 

This handbook contains important details 
about your State of Tennessee Supplemental 
Medical Insurance for Retirees with 
Medicare. Please take the time to read this 
booklet carefully and keep it in a place 
where you can reference it as needed. 

You may also find important information in 
the official “Plan Document and Summary 
Plan Description for The Tennessee Plan, 
(Supplemental Medical Insurance for 
Retirees with Medicare)” available on the 
Benefits Administration website at 
https://www.tn.gov/partnersforhealth on 
the publications page. 

Understanding The Tennessee Plan 
Supplemental Medical Insurance for 
Retirees with Medicare 
It is important that you understand the 
terms of The Tennessee Plan, Supplemental 
Medical Insurance for Retirees with 
Medicare, offered to you by the State of 
Tennessee and administered by UMR/ 
POMCO. Since this is a self-funded plan 
provided to you by the State of Tennessee, it 
is not issued or insured by UMR/POMCO. 

As you read through this handbook, 
remember that the words “we”, “us” and “our” 
refer to the State of Tennessee, the Plan 
administrator. The words “you” and “your” 
indicate you, the Plan subscriber. And UMR/ 
POMCO, as a claims administrator of The 
Tennessee Plan, will be referred to often by 
name, or as the “claims administrator”. 

About The Tennessee Plan Coverage 
The Tennessee Plan (“Plan”) coverage provides 
a program of hospital, skilled nursing facility 
and medical benefits for individuals enrolled 
in Medicare. The program is designed to 
supplement Medicare coverage —that is, 
to pay certain deductible and coinsurance 
amounts not covered by Medicare. The Plan 
also covers additional days of care in the 
hospital, along with other medical services 
not paid by Medicare Part A or Part B. 

In return for the payment of monthly 
premiums by or on your behalf as a 
subscriber, the State of Tennessee agrees 
to the terms and benefits described in this 
plan of coverage. The statements in the 
Plan Document shall take precedence over 
statements in this plan of coverage. 

Right to Return Policy 
If you are not satisfied with The Tennessee 
Plan, you may cancel it within 30 days after 
your date of enrollment. You will receive a 
refund of any premiums paid in advance. 
You will have to pay back any monies paid 
by UMR/POMCO on claims during this time 
period. 

Confidentiality and Privacy 
The federal Health Insurance Portability 
and Accountability Act of 1996 (HIPAA) 
requires, among other things, that health 
plans protect the confidentiality, integrity, 
security and privacy of individually 
identifiable health information. When you 
enroll in the Plan, you give consent for the 
Plan and those administering it to use or 
disclose your protected health information 
in order to facilitate treatment and/or 
payment and processing of your claims. 
The Plan and those administering it will 
use and disclose health information only 
as allowed by federal law. The Plan and 
those administering it agree to implement 
administrative, physical and technical 
safeguards that protect the information that 
it creates, receives, maintains or transmits on 
your behalf. 

You are encouraged to call one of the UMR/ 
POMCO member service representatives if 
you have questions about privacy policies 
and practices. 
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Welcome to The Tennessee Plan 

Receiving Services and Filing Claims 
Whenever you receive services from a 
health care provider, or are admitted to a 
hospital, be sure to show both cards: your 
Medicare card and The Tennessee Plan 
identification card. 

• If the doctor or facility accepts Medicare 
assignment, their billing office will file your 
Medicare claim for you. 

• Once Medicare processes the claim, they 
will usually forward the payment details 
to UMR/POMCO for consideration of any 
additional benefits available under The 
Tennessee Plan. 

TIP: Remind your provider to include The 
Tennessee Plan identification number on 
your Medicare claims to avoid any delays 
or questions. 

If you receive services from a health care 
provider or hospital that does not accept 
Medicare assignment, or if the doctor will 
not file The Tennessee Plan claims you incur 
on your behalf, you need to: 

• File your claim first with Medicare. 

• If 30 days have passed from your claim 
filing with Medicare and after you have 
received a bill from your provider, send 
a copy of your Medicare Explanation 
of Benefits form (or MEOB), with your 
Medicare Health Insurance Claim (HIC) 
number found on your Medicare card to 
the following address: 

UMR/POMCO 
P.O. Box 30541  
Salt Lake City, UT 84130-0541 

No additional claim form is needed for 
The Tennessee Plan claim submissions. 

If You Need More Information 
If you have questions about The 
Tennessee Plan benefits, you can go 
to the Plan’s website, www.umr.com/ 
thetennesseeplaninfo, or call UMR/POMCO 
at 1.888.477.9307, Monday through Friday, 
7 a.m. to 5 p.m. CST (8 a.m. to 6 p.m. EST), 
to speak to a UMR/POMCO customer 
service representative. TTY/TDD users call 
1.866.256.7256. 
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SPECIAL NOTICE

Anti-Discrimination and Civil Rights Compliance 

Benefits Administration does not support any practice that excludes participation in programs 
or denies the benefits of such programs on the basis of race, color, national origin, sex, age or 
disability in its health programs and activities. If you have a complaint regarding discrimination, 
please call 615-532-9617. 

If you think you have been treated in a different way for these reasons, please mail this 
information to the Civil Rights Coordinator for the Department of Finance and Administration: 

• Your name, address and phone number. You must sign your name. (If you write for someone else, 
include your name, address, phone number and how you are related to that person, for instance 
wife, lawyer or friend.) 

• The name and address of the program you think treated you in a different way. 

• How, why and when you think you were treated in a different way. 

• Any other key details. 

MAIL TO: State of Tennessee, Civil Rights Coordinator, Department of Finance and Administration, 
Office of General Counsel, 20th Floor, 312 Rosa L. Parks Avenue, William R. Snodgrass Tennessee 
Tower, Nashville, TN 37243. 

Need free language help? Have a disability and need free help or an auxiliary aid or service, for 
instance Braille or large print? Please call 615-532-9617. 

You may also contact the: U.S. Department of Health & Human Services – Region IV Office for Civil 
Rights, Sam Nunn Atlanta Federal Center, Suite 16T70, 61 Forsyth Street, SW, Atlanta, Georgia 
30303-8909 or 1-800-368-1019 or TTY/TDD at 1-800-537-7697 OR U. S. Office for Civil Rights, Office 
of Justice Programs, U. S. Department of Justice, 810 7th Street, NW, Washington, DC 20531 OR 
Tennessee Human Rights Commission, 312 Rosa Parks Avenue, 23rd Floor, William R. Snodgrass 
Tennessee Tower, Nashville, TN 37243 
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SPECIAL NOTICE 

If you speak a language other than English, help in your language is available for free. This 
tells you how to get help in a language other than English. 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame 
al 1-866- 576-0029 (TTY: 1-800-848-0298). 

رق م ) 866 نت إذا :م لحوظة -576-0029- تحدث ك  ت  ر اذك غة، ل إن ال ف  خدمات م ساعدة ال ة غوی ل ال ر تواف  ك ت  مجان ل ال .ب
صل  ات  رق م ب  ف -800-848-0298).1 صم ھات ال  كم ب 1 :وال 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-866-576-0029 (TTY:1-800-848- 
0298) 

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ  ngôn ngữ miễn phí dành chobạn. Gọi số 1-
866-576-0029 (TTY:1-800-848-0298). 

주의: 한국어를 사용하시는 경우 , 언어 지원 서비스를 무료로 이용하실 수 있습니다 . 1-866-576-

0029 (TTY: 1-800-848-0298) 번으로 전화해 주십시오 . 

ATTENTION : Si  vous  parlez français, des services  d’aide linguistique vous sont proposés  
gratuitement. Appelez le 1-866-576-0029 (ATS : 1-800-848-0298).  

Ni songen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me koatoantoal kan 
ahpw wasa me ntingie [Lokaiahn Pohnpei] komw kalangan oh ntingidieng ni lokaiahn Pohnpei. Call 
1-866-576-0029 (TTY: 1- 800-848-0298). 

ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ 
ሚከተለውቁጥር ይደውሉ 1-866-576-0029 (መስማት ለተሳናቸው: 1-800-848-0298). 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfügung. Rufnummer: 1-866-576-0029 (TTY: 1-800-848-0298). 

સચના: જો તમે ગજરાુ તી બોલતા હો, તો િ ન:શલ્ક ભાષા સહાય સેવાઓ તમારા માટે ઉપલબ્ધ છે. ફોન કરો 1-866-
576- 0029 (TTY:1-800-848-0298)
ુ ુ

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます 1-866-576-0029（ 
TTY:1- 800-848-0298）まで、お電話にてご連絡ください 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa 
wika nang walang bayad. Tumawag sa 1-866-576-0029 (TTY: 1-800-848-0298). 

ध्यान द: य द आप हदी बोलते ह तो आपक े ि लए मु फ्त म भाषा सहायता स वाएं उपलब्ध ह। 1-866-576-0029 (TTY: 
1- 800-848-0298) पर कॉल कर। 

े

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. 
Звоните 1-866-576-0029 (телетайп: 1-800-848-0298). 

وجھ  ر :ت  ھ اگ  ان ب ار سی زب  ت گو ف  ف ید، می گ  ن ی لات ک  سھ ت  ی ان صورت زب  ب  گان رای رای  ب شما 866-576-0029 (TTY: 
راھم   (1-800-848-0298 ا شد می ف ا .ب ماس ب ت  د یری  گ .ب 
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Basic Terms 

The following are some basic terms and 
descriptions that will help you understand 
your coverage. 

The Plan 
The Tennessee Plan coverage is sponsored 
by the State of Tennessee, and claims are 
administered by UMR/POMCO. The coverage is 
based on the information the Plan Document, 
your signed application and your UMR/POMCO 
member ID card. The Plan Benefits are 
summarized on the following pages. 

This Plan provides you certain benefits 
and responsibilities. These benefits and 
responsibilities may not be assigned or 
transferred to any other person. 

This policy is based on the statements you 
gave on your application. These statements 
are considered to be representations, not 
warranties. Only your written statements on 
the application may be used to defend a claim 
based on misrepresentation. 

Except where required by law, the terms of 
this handbook cannot be changed unless the 
State of Tennessee and UMR/POMCO agree 
in writing to the change. Any amendment or 
endorsement must be signed by the State of 
Tennessee and made a part of the contract. 

The Subscriber 
By subscriber, we mean the person who signed 
the application and in whose name the ID card 
is issued. The person must be enrolled in Part A 
of Medicare. 

Medicare 
Medicare refers to the two programs 
of health insurance provided under Title XVIII 
of the Social Security Act. Officially, the two 
programs are known as Health Insurance for 
the Aged and Disabled. 

The first program, commonly called Part A 
Medicare, provides basic protection against the 
costs of inpatient hospital and skilled nursing 
facility care. For the most part, Part A Medicare 
is financed through the Social Security tax. 

The second of the two programs, Part B 
Medicare, is a voluntary program which covers 
the cost of physicians’ services, outpatient 
hospital services and certain other services not 
covered under Part A Medicare. It is funded 
through the monthly premiums paid by 
participants and contributions from the federal 
government. 

By Medicare benefits, we mean the benefits 
you are eligible for, or would have been eligible 
for under Part A Medicare or Part B Medicare — 
whether or not you apply for them. 

By Medicare-approved amount, we mean the 
amount recognized as reasonable by Medicare 
for health care expenses of the kinds covered 
by Medicare. The Medicare-approved amount 
also includes amounts considered payable 
under the Medicare Part B fee schedule. 

Medicare Definitions 
The terms below carry the same meaning 
as they do in Medicare. Please visit 
www.Medicare.gov to review definitions 
of the following words: 

You are encouraged to call one of the UMR/ 
POMCO member service representatives if 
you have questions about privacy policies and 
practices. 

• Coinsurance • Physicians’ service 
• Independent 

laboratory 
• Skilled nursing 

facility services 
• Medicare fee 

schedule 
• Medically necessary 

• Deductibles 
• Inpatient hospital 

services 
• Benefit period 
• Outpatient hospital 

services 
• Outpatient physical 

or occupational 
therapy services 
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Basic Terms 

Providers 
Providers does not only refer to physicians 
or hospitals but any professionals or facilities 
that can provide you with health care services. 
The following are the definitions of some 
commonly used providers: 

Hospital refers to an institution that is 
qualified as eligible to participate in Medicare 
as a hospital and meets all of the following 
requirements: 

• Provides inpatient and outpatient services 
and is compensated by or on behalf of its 
patients; 

• Provides surgical and medical facilities 
primarily to diagnose, treat and care for the 
injured and sick; 

• Has a staff of physicians licensed to practice 
medicine; and 

• Provides nursing care by registered graduate 
nurses on duty 24 hours a day. 

A hospital does not serve, other than 
incidentally, as a nursing home, a place for 
rest, the aged, drug addicts or alcoholics. 

A participating hospital is a hospital which: 

• Has an agreement with the Secretary of 
Health and Human Services of the United 
States to provide Medicare benefits; or 

• Has an agreement with UMR/POMCO to 
provide hospital services to Plan subscribers. 

A non-participating hospital does not have 
either of these agreements. 

A skilled nursing facility primarily provides 
skilled nursing care and related services 
or rehabilitation services, and has an 
agreement with the Secretary of Health and 
Human Services to provide skilled nursing 
facility services as defined by Medicare. 

This term also applies to a facility referring to 
itself as an extended care facility, convalescent 
nursing home, rehabilitation hospital, long-
term acute care facility or any other similar 
label if it fits the above requirements. 

The title physician, for identifying covered 
physician services, includes 
all of the following: 

• Doctor of Medicine (M.D.) or Doctor of 
Osteopathy (D.O.) legally qualified and 
licensed without limitation to practice 
medicine and perform surgery (except 
interns and residents); 

• Doctor of Dental Surgery (D.D.S.); 

• Doctor of Dental Medicine (D.M.D.); 

• Doctor of Optometry (O.D.); and 

• Doctor of Chiropractic (D.C.). 

All physicians must be licensed and regulated 
by a state or federal agency and acting within 
the scope of his or her license. 
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Basic Terms 

Premiums 

• Payment of premiums for coverage. 
The monthly premium rates for coverage 
under the Plan are established by the State 
of Tennessee. Regular payment of premiums 
is required. After the first payment, 
premiums become due as they are billed. 
Claims will not be paid if premiums are not 
paid to date. 

• Grace period of premium payment. 
After the first payment, a deferral period 
of a full calendar month is allowed. If the 
premium is not paid within this deferral 
period, coverage is terminated retroactively 
to the last month for which premiums were 
paid. Coverage cannot be reinstated if it was 
canceled due to non-payment of premiums. 

• Change of premium rate. 
The premium charge for coverage under 
this Plan is subject to change. Should the 
rate change, you will be notified in writing 
at least 30 days before it goes into effect as 
required by the State of Tennessee. 

Coordination of Benefits (COB). 
The process of determining if the benefits 
payable under The Tennessee Plan are 
coordinated with any benefits payable under 
another group plan. 

Recover, Recovered, 
Recovery or Recoveries. 
Refers to all monies paid to you or your 
dependents by way of judgment, settlement, 
or otherwise to compensate for all losses 
caused by an injury or sickness, whether 
or not said losses reflect medical or dental 
charges covered by the Plan. “Recoveries” 
further includes, but is not limited to, 
recoveries for medical or dental expenses, 
attorneys’ fees, costs and expenses, pain and 
suffering, loss of consortium, wrongful death, 
lost wages and any other recovery of any form 
of damages or compensation whatsoever. 

Refund. Repayment to the Plan for benefits 
that it has paid toward care and treatment of 
any injury or sickness. 

Subrogation. The Plan’s right to pursue and 
place a lien upon you or your dependents’ 
claims for benefit charges against another 
person. 

Third Party. Refers to any third party 
whatsoever, including another person 
or a business entity. 
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Plan Benefits 

BENEFITS AT A GLANCE THE TENNESSEE PLAN BENEFITS 

Medicare Gaps for 2021  
What You Owe After Medicare Pays 

What You Owe  
With The Tennesee Plan 

Basic Benefits 
• $371/day for 61–90 days in hospital 
• $742/day for 60 lifetime reserve hospital days Covered 
• 20% patient’s share of approved medical expense 
• First three pints of blood 

Skilled Nursing Coinsurance Covered $176/day for 21st –100th day 

Part A Deductible Covered $1,484/hospital admission 

Part B Deductible Not Covered $203/calendar year for medical expenses 

Part B Excess Not Covered Medical expense over approved amount 

Foreign Travel Emergency 
• Emergency care beginning during first 60 days of trip out-

side USA (after $250 deductible, benefits limited to $50,000/ 
lifetime) 

Covered at 80% 

Hospice 
You must meet Medicare’s requirements, including  
a doctor’s certification of a terminal illness 

Covered 

Prescription Drugs 
Outpatient prescription drugs covered through  
Medicare Part D 

Not Covered 
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Plan Benefits 

This section describes, among other things, the 
level of coverage available to you under The 
Tennessee Plan. To receive benefits, you must be 
under a physician’s care, and the services must 
be recommended by your physician. These 
services are subject to the rules of the hospital 
or other institution, including regulations 
governing admission. 

Services Covered in Part by Medicare 
Hospital Inpatient Care 
When you are admitted to a participating 
hospital, benefits will be provided by The 
Tennessee Plan for the following: 

• Inpatient hospital deductible, the amount of 
money you pay when admitted to a hospital 
as an inpatient before you can receive 
Medicare benefits. 
The deductible applies once each benefit 
period, as defined by Medicare. The deductible 
is covered by The Tennessee Plan. 

• Coinsurance amount that applies to inpatient 
hospital services after the 60th day and before 
the 91st day. After you have been hospitalized 
for 60 days, you must share the cost of the 
hospital care with Medicare. 
This is called coinsurance and is covered by 
The Tennessee Plan. Your share of the cost is 
what The Tennessee Plan covers under this 
program. 

• Coinsurance amount that applies to inpatient 
hospital services after the 90th day and before 
your 60 lifetime reserve days of inpatient care 
under Medicare expire. This coinsurance is also 
covered by The Tennessee Plan. 

Hospital Outpatient Care. When you 
are treated in the outpatient department of a 
participating hospital, benefits are available 
for the 20% coinsurance amount imposed by 
Medicare. 

Skilled Nursing Services. If you are admitted 
to a skilled nursing facility, benefits will be 
provided after the calendar year’s deductible 
has been met for the coinsurance amount that 
applies to skilled nursing services after the 20th 
day and before the 101st day. 

Medical and Other Health Services. 
Part B Medicare pays 80% of the Medicare-
approved amount for Medicare eligible 
expenses. However, benefits will be provided 
for the 20% coinsurance amount or remaining 
amount, whichever is less, for these expenses. 

Blood Deductible. The Tennessee Plan will 
cover the reasonable cost of the first three 
pints of blood (or equivalent quantities of 
packed red blood cells, as defined under federal 
regulations) unless replaced in accordance with 
federal regulations or already paid for under 
Part A or Part B. 
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Plan Benefits 

Hospice Care 
The Plan will cover services that provide hospice 
care for those Plan participants diagnosed 
with a terminal illness. The Plan pays up to $5 
for each prescription drug and other similar 
products for pain relief and symptom control, 
and 5% of the Medicare–approved amount for 
inpatient respite care, provided: 

(1) The Plan participant is eligible for Medicare 
Part A (hospital insurance); 

(2) The Plan participant’s doctor and the 
hospice medical director certify that the 
Plan participant is terminally ill and has six 
months 
or less to live if the Plan participant’s illness 
runs its normal course; 

(3) The Plan participant signs a statement 
choosing hospice care instead of other 
Medicare-covered benefits to treat the Plan 
Participant’s terminal illness; and 

(4) The Plan participant gets care from a 
Medicare-approved hospice program 

Medicare will still pay for covered benefits for 
any health problems that are not related to the 
Plan participant’s terminal illness. 

Worldwide Services 
When you receive medically necessary 
emergency hospital or physicians’ services 
outside of the United States, The Tennessee Plan 
pays 80% of the billed charges after you pay 
a $250 deductible, up to a lifetime maximum 
amount of $50,000, provided: 

• The care is received within the first 60 days 
of a trip outside the United States; 

• You are a resident of the United States and 
are temporarily traveling elsewhere; 

• You are legally responsible for payment for 
the services; 

• Benefits are not available under 
Medicare; and 

• The care is needed because of a sudden and 
unexpected illness or injury. 

United States refers to all 50 states, the District 
of Columbia, the Commonwealth of Puerto Rico, 
the Virgin Islands, Guam and American Samoa. 
Women’s Health and Cancer Rights Act 
Your medical plan’s coverage of a medically 
necessary mastectomy also includes post-
mastectomy coverage for reconstruction of the 
breast, surgery on the other breast to achieve 
the appearance of symmetry, prostheses, and 
physical complications during any state of the 
mastectomy, including lymphedemas. This 
coverage will be provided in consultation with 
the attending physician and patient. Benefits 
are subject to the same annual deductibles and 
coinsurance as other services and pre-existing 
waiting periods apply, if applicable. 

Services Not Covered by Medicare 
Additional Days of Hospital Care. After you have 
used up all of your days of inpatient hospital 
services under Medicare (including your lifetime 
reserve days), The Tennessee Plan pays the 
Diagnostic Related Group (DRG) day outlier 
per diem rate or other appropriate standard 
of payment for medically necessary inpatient 
hospital services, up to a maximum of 365 days 
per lifetime. 

This benefit is paid only if you would have been 
eligible for Medicare benefits had your days of 
care not expired. If you stay in a private room, 
this Plan pays an amount up to the hospital’s 
most prevalent semi-private room rate. 

Plan Exclusions 
This coverage does not provide benefits for: 
• Services and supplies not covered by Medicare, 

except those specifically included under this 
Plan; 

• Any expense to the extent of any benefits 
available under Medicare, whether or not you 
enroll and apply for them; and 

• The Medicare Part B yearly 
deductible amount 
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Duplicate Coverage and  
Coordination of Benefits (COB) 

Special rules apply when you are covered by more 
than one group health plan. This can happen if you 
are covered under The Tennessee Plan and another 
plan. For example, coverage for yourself with 
another employer or coverage as a dependent 
under your spouse’s health plan. 

The purpose of Coordination of Benefits 
is to avoid duplicate payments that could exceed 
the actual charge of any expenses for services or 
supplies covered by multiple plans. One of the 
two or more plan(s) involved is the primary plan 
and the other plan(s) is the secondary plan(s). 
The primary plan pays benefits first without 
consideration of the other plans. The secondary 
plan(s) then makes up the difference up to the 
total allowable expense. No plan will pay more 
than it would have paid without this special 
provision. A plan without a coordination provision 
is automatically primary. 

Allowable Expense 
For the purposes of this provision, The Tennessee 
Plan will consider an allowable expense to be the 
Medicare allowable charge or the usual, customary 
and reasonable expense covered by at least one 
of the plans covering the person if the charge 
is covered under this Plan (but excluded under 
Medicare). In no event will the combined payments 
exceed 100% of the Medicare allowable charge, 
or for those services not covered by Medicare, The 
Tennessee Plan’s usual Plan benefits. 

Plan Benefit Payment Order 
(A) Plans that do not have a coordination provision, 

or one like it, will pay first. Plans with such a 
provision will be considered after those without 
one. 

General Medicare Effect on the Order of Benefit 
Determination 
(B) For individuals eligible for Medicare due to 

age (65 or over) or due to disability (other than 
end-stage renal disease) who are covered under 
a plan as a person with current employment 
status or a dependent of a person with current 
employment status, the following order of 
benefit determination applies: 

(1) Plans covering the individual as an 
employee, or as the dependent of an 
employee, with current employment status 
pay first. 

(2) Medicare pays second. If you are not enrolled 
in Medicare, The Tennessee Plan will apply its 
Coordination of Benefits provisions as if you 
had enrolled in Medicare. 

(3) Plans covering the individual as a retiree 
or as an employee without current 
employment status pay last. 

For complete Medicare Secondary Payer Provisions 
as they apply to you, contact UMR/POMCO at 
1.888.477.9307. 

The Tennessee Plan is designed to be the primary 
supplemental coverage when the subscriber is not 
covered under any other plan (as defined below). 

Definition of Plan 
For the purposes of this COB provision, 
a “plan” means any plan that provides benefits or 
services for hospital, medical, vision, or dental care 
that is: 

(A) A group insurance or group-type coverage, 
whether insured or uninsured. This includes 
prepayment, group practice or individual 
practice, and health maintenance organizations 
(HMO). It also includes coverage other than 
school-accident- type coverage. 
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Duplicate Coverage and 
Coordination of Benefits (COB) 

(B) Coverage under a governmental plan, or 
coverage provided by law. This does not 
include a state plan under Medicaid (Title 
XIX, Grants to States for Medical Assistance 
Programs, of the United States Social 
Security Act as amended from time to time). 
It also does not include any plan whose 
benefits 
(by law) are in excess to those of an 
insurance program (e.g., TRICARE for Life). 

Medicare Part C (Medicare Advantage Plans) 
Medicare Advantage Plans are health options 
that are part of the Medicare program. These 
include: 

• Medicare Health Maintenance 
Organizations (HMO). 

• Preferred Provider Organizations (PPO). 
• Private Fee-for-Service Plans (PFFS). 
• Medicare Special Needs Plans. 

To join one of these plans, you must have 
Medicare Part A and Part B. You will pay your 
monthly premium to Medicare. In addition, you 
may have to pay a premium to the Medicare 
Advantage Plan for the extra benefits that are 
offered. 

If you are currently enrolled in or you join a 
Medicare Advantage Plan, The Tennessee Plan 
policy will not coordinate benefits. This means 
it will not pay any deductibles, co-payments or 
other cost-sharing under your Medicare health 
plan. 

Even though you may decide to participate 
in The Tennessee Plan, this Plan will not pay 
out any benefits if you are currently enrolled 
in or you join a Medicare Advantage Plan. 
Notwithstanding the above, you have the legal 
right to keep The Tennessee Plan policy. 

Claims determination period. Benefits will be 
coordinated on a calendar year-basis. This is 
called the claims determination period. 

Right to receive or release necessary 
information. To make this provision work, this 
Plan may give or obtain needed information 
from another insurer or any other organization 
or person. This information may be given or 
obtained without the consent of or notice to 
any other person. A covered person will give 
this Plan the information it asks for about other 
plans and their payment of allowable charges. 

Right of recovery. This Plan may pay benefits 
that should be paid by another benefit plan. 
In this case, this Plan may recover the amount 
paid from the other benefit plan or the covered 
person. That repayment will count as a valid 
payment under the other benefit plan. 

Further, this Plan may pay benefits that are 
later found to be greater than the allowable 
charge. In this case, this Plan may recover the 
amount of the overpayment from the source to 
which it was paid. 
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Subrogation 

When This Provision Applies 
You or your dependents may incur medical 
charges due to injuries which may be caused 
by the act or omission of a third party, or a 
third party may be responsible for payment. In 
such circumstances, you or your dependents 
may have a claim against that third party, 
or insurer, for payments of the medical (or 
in some cases, dental) charges. Accepting 
benefits under The Tennessee Plan for those 
incurred medical expenses automatically 
assigns to The Tennessee Plan any rights you 
or your dependents may have to recover 
payments from any third party or insurer. The 
Subrogation and Reimbursement right allows 
The Tennessee Plan to pursue any claim which 
you or your dependents have against any third 
party, or insurer, whether or not you or your 
dependents chooses to pursue that claim. 
The Tennessee Plan may make a claim directly 
against the third party or insurer, but in any 
event, The Tennessee Plan has a lien on any 
amount recovered by you or your dependents 
whether or not designated as payment for 
medical expenses. This lien shall remain in 
effect until The Tennessee Plan is repaid in full. 
You or your dependents: 

1) automatically assigns to The Tennessee Plan 
your/their rights against any third party or 
insurer when this provision applies; 

2) cannot assign any rights against any third 
party or insurer without express written 
consent of The Tennessee 
Plan; and 

3) must repay to The Tennessee Plan the 
benefits paid on your/their behalf out of 
the recovery made from the third party or 
insurer. 

Amount Subject to 
Subrogation or Refund 
You or your dependents agree to recognize 
The Tennessee Plan’s right to Subrogation and 
Reimbursement. These rights provide The 
Tennessee Plan with a 100%, first dollar priority 
over any and all recoveries and funds paid by 
you or your dependents relative to the injury 
or sickness, including a priority over any claim 
for non-medical or dental charges, attorney 
fees, or other costs and expenses. Accepting 
benefits under this Plan for those incurred 
medical or dental expenses automatically 
assigns to The Tennessee Plan any and all rights 
you or your dependents may have to recover 
payments from any responsible third party. 
Further, accepting benefits under this Plan for 
those incurred medical or dental expenses 
automatically assigns to The Tennessee Plan you 
or your dependents’ third-party claims. 

Notwithstanding its priority to funds, 
The Tennessee Plan’s Subrogation and 
Reimbursement rights, as well as the rights 
assigned to it, are limited to the extent to 
which The Tennessee Plan has made, or will 
make, payments for medical (or in some cases, 
dental) charges as well as any costs and fees 
associated with the enforcement of its rights 
under The Tennessee Plan. The Tennessee Plan 
reserves the right to be reimbursed for 
its court costs and attorneys’ fees if the Plan 
needs to file suit in order to recover payment 
for medical or dental expenses from you or 
your dependents. 
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Subrogation 

When a right of recovery exists, you 
or your dependents will execute and deliver 
all required instruments and papers as well 
as doing whatever else is needed to secure 
The Tennessee Plan’s right of subrogation as a 
condition to having The Tennessee Plan make 
payments. In addition, you or your dependents 
will do nothing to prejudice the right of The 
Tennessee Plan to subrogate and/or reimburse 
the Plan. 

Recovery From Another Plan 
Under Which You or Your Dependents 
Are Covered 
This right of refund also applies when a 
covered person recovers under an uninsured 
or underinsured motorist plan (which will 
be treated as third-party coverage when 
reimbursement or subrogation is in order), 
homeowner’s plan, renter’s plan, medical 
malpractice plan or any other insurance 
coverage plan whatsoever. 

Rights of Plan Administrator 
The Plan administrator has a right to 
request reports on and approve any and all 
settlements. 

Failure to respond to the Plan’s request for 
information and to reimburse the Plan for any 
money received for medical expenses may 
result in the covered person’s disenrollment 
from the Plan and/or initiating collection 
activities. Such disenrollment shall extend 
to any dependents who obtained coverage 
through the covered person. 

Any retiree or dependent who has been 
disenrolled from the Plan for failure to 
cooperate and pay outstanding medical 
expenses may be ineligible to rejoin the 
Plan for a period of three years. Coverage 
may be reinstated within three months of 
disenrollment by providing the requested 
information, paying premiums due and 
reimbursing the Plan for medical expenses 
subject to this subrogation policy. 
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Termination of Coverage 

This coverage remains in effect until 
terminated by the State of Tennessee or by the 
subscriber. Cancellation of coverage must be 
made in writing to the plan administrator at 
the following address: 

State of Tennessee Benefits Administration 
19th Floor, 312 Rosa L. Parks Avenue 
Nashville, TN 37243 

Coverage will not be renewed in the event of 
fraud by the subscriber or member. Coverage 
will automatically be canceled if you fail to pay 
the premium charges within the grace period. 

The State of Tennessee can decline to renew 
The Tennessee Plan coverage. This coverage 
cannot be canceled solely because your health 
deteriorates. 

As the subscriber, you can cancel the Plan for 
any reason at the end of the period for which 
charges have been paid. For whatever reason(s) 
the Plan is terminated, benefit coverage ends 
on the next payment due date. 

Suspension of Coverage: 
Medicaid (TennCare) Entitlement 

If you become eligible for Medicaid (TennCare), 
you may notify the State of Tennessee to 
suspend benefits and charges for coverage 
under this Plan for the period you are eligible 
for Medicaid, not to exceed 24 months. Your 
notice of such suspension must be received 
by the State of Tennessee within 90 days after 
determination of your Medicaid eligibility. 

Upon receipt of timely notice to suspend 
coverage under this Plan, the State of 
Tennessee will return that portion of charges 
that correspond to the period of Medicaid 
eligibility, less the amount of any claims 
administered. 

Coverage under The Tennessee Plan may be 
reinstated on the date you lose entitlement to 
Medicaid if such loss occurs within 24 months 
after suspension. You must provide notice of 
loss of Medicaid entitlement within 90 days 
after the date of such loss and pay premium 
charges for the period for which coverage is 
reinstated. 
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Coverage Changes 

The terms of this coverage or the benefits may 
change. You will be notified in writing of any 
changes that occur. Your continued payment 
of the premium charges indicates acceptance 
of the change. Any such notice will be mailed 
to you at the address last shown in the records 
maintained by the State of Tennessee. 

Benefits under this coverage will automatically 
be adjusted to conform to applicable changes 
in the Medicare deductible amounts and 
coinsurance percentages. 

Claims and Appeals 

If you have a claim for benefits, UMR/POMCO 
must receive written notice of that claim. 
When you are admitted to a hospital or skilled 
nursing facility, present The Tennessee Plan ID 
card at the admission desk and the hospital or 
facility personnel will notify UMR/POMCO. 

In order to process your claims, UMR/POMCO 
may need information from the person or 
organization that supplied the service. As 
a subscriber accepting this Plan, you agree 
to authorize the physician, hospital or other 
provider to release any necessary information 
and records to UMR/POMCO. 

Generally, the benefits will be provided as 
directed by you. However, UMR/POMCO has 
the right to pay you directly for all benefits 
administered under this Plan. Claims must be 
filed within 13 months from the date of service 
to be eligible for reimbursement. UMR/POMCO 

not process a claim received after the above 
applicable timely filing period. 

Appeal Procedures 
If you experience a problem relating to the 
Plan policies or the services provided, there 
are established procedures to help you resolve 
your complaint. These procedures do not apply 
to any complaint or grievance alleging possible 
professional liability, commonly known as 
malpractice, or for any complaint or grievance 
concerning benefits provided by any other 
plan. 

Administrative Review 
To file an appeal regarding an administrative 
process or decision (such as effective dates of 
coverage issues or timely filing issues), contact 
the Plan administrator. 
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Claims and Appeals 

Appealing to the Claims Administrator 
If you are in disagreement with a decision or 
the way a claim has been paid or processed, 
you or your authorized representative should 
first call member services at UMR/POMCO 
to discuss the issue. If the issue cannot be 
resolved through member services, you may 
file a formal request for review or member 
grievance by completing the appropriate form, 
or as otherwise instructed, and returning it 
within the specified time frame to: 

UMR/POMCO – Appeals 
P.O. Box 30546  
Salt Lake City, UT 84130-0546 

When your request for review or other 
member grievance is received, you will get an 
acknowledgement letter advising you what 
to expect regarding the processing of your 
grievance. When a determination is made, you 
will be notified in writing and advised of any 
further appeal options. 

Specific questions regarding initial levels of 
appeal (the internal appeal process) should 
be directed to the Claims Administrator. Other 
appeal questions may be directed to the Plan 
Administrator appeals coordinator at 
615-741-4517 or 866-576-0029. 
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	Welcome to The Tennessee Plan 
	Welcome to The Tennessee Plan 
	This handbook contains important details about your State of Tennessee Supplemental Medical Insurance for Retirees with Medicare. Please take the time to read this booklet carefully and keep it in a place where you can reference it as needed. 
	You may also find important information in the official “Plan Document and Summary Plan Description for The Tennessee Plan, (Supplemental Medical Insurance for Retirees with Medicare)” available on the Benefits Administration website at  on the publications page. 
	https://www.tn.gov/partnersforhealth

	Understanding The Tennessee Plan Supplemental Medical Insurance for Retirees with Medicare 
	It is important that you understand the terms of The Tennessee Plan, Supplemental Medical Insurance for Retirees with Medicare, offered to you by the State of Tennessee and administered by UMR/ POMCO. Since this is a self-funded plan provided to you by the State of Tennessee, it is not issued or insured by UMR/POMCO. 
	As you read through this handbook, remember that the words “we”, “us” and “our” refer to the State of Tennessee, the Plan administrator. The words “you” and “your” indicate you, the Plan subscriber. And UMR/ POMCO, as a claims administrator of The Tennessee Plan, will be referred to often by name, or as the “claims administrator”. 
	About The Tennessee Plan Coverage 
	The Tennessee Plan (“Plan”) coverage provides a program of hospital, skilled nursing facility and medical benefits for individuals enrolled in Medicare. The program is designed to supplement Medicare coverage —that is, to pay certain deductible and coinsurance amounts not covered by Medicare. The Plan also covers additional days of care in the hospital, along with other medical services not paid by Medicare Part A or Part B. 
	In return for the payment of monthly premiums by or on your behalf as a subscriber, the State of Tennessee agrees to the terms and benefits described in this plan of coverage. The statements in the Plan Document shall take precedence over statements in this plan of coverage. 
	Right to Return Policy 
	If you are not satisfied with The Tennessee Plan, you may cancel it within 30 days after your date of enrollment. You will receive a refund of any premiums paid in advance. You will have to pay back any monies paid by UMR/POMCO on claims during this time period. 
	Confidentiality and Privacy 
	The federal Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires, among other things, that health plans protect the confidentiality, integrity, security and privacy of individually identifiable health information. When you enroll in the Plan, you give consent for the Plan and those administering it to use or disclose your protected health information in order to facilitate treatment and/or payment and processing of your claims. The Plan and those administering it will use and disclos
	You are encouraged to call one of the UMR/ POMCO member service representatives if you have questions about privacy policies and practices. 

	Receiving Services and Filing Claims 
	Receiving Services and Filing Claims 
	Whenever you receive services from a health care provider, or are admitted to a hospital, be sure to show both cards: your Medicare card and The Tennessee Plan identification card. 
	• 
	• 
	• 
	If the doctor or facility accepts Medicare assignment, their billing office will file your Medicare claim for you. 

	• 
	• 
	Once Medicare processes the claim, they will usually forward the payment details to UMR/POMCO for consideration of any additional benefits available under The Tennessee Plan. 


	TIP: Remind your provider to include The Tennessee Plan identification number on your Medicare claims to avoid any delays or questions. 
	If you receive services from a health care provider or hospital that does not accept Medicare assignment, or if the doctor will not file The Tennessee Plan claims you incur on your behalf, you need to: 
	•
	•
	•
	 File your claim first with Medicare. 

	• 
	• 
	If 30 days have passed from your claim filing with Medicare and after you have received a bill from your provider, send a copy of your Medicare Explanation of Benefits form (or MEOB), with your Medicare Health Insurance Claim (HIC) number found on your Medicare card to the following address: 


	UMR/POMCO 
	UMR/POMCO 
	P.O. Box 30541  
	Salt Lake City, UT 84130-0541 

	No additional claim form is needed for The Tennessee Plan claim submissions. 
	If You Need More Information 
	If you have questions about The Tennessee Plan benefits, you can go to the Plan’s website, , or call UMR/POMCO at 1.888.477.9307, Monday through Friday, 7 a.m. to 5 p.m. CST (8 a.m. to 6 p.m. EST), to speak to a UMR/POMCO customer service representative. TTY/TDD users call 1.866.256.7256. 
	www.umr.com/ thetennesseeplaninfo


	SPECIAL NOTICE
	SPECIAL NOTICE
	Anti-Discrimination and Civil Rights Compliance 
	Benefits Administration does not support any practice that excludes participation in programs or denies the benefits of such programs on the basis of race, color, national origin, sex, age or disability in its health programs and activities. If you have a complaint regarding discrimination, please call 615-532-9617. 
	If you think you have been treated in a different way for these reasons, please mail this information to the Civil Rights Coordinator for the Department of Finance and Administration: 
	• 
	• 
	• 
	Your name, address and phone number. You must sign your name. (If you write for someone else, include your name, address, phone number and how you are related to that person, for instance wife, lawyer or friend.) 

	• 
	• 
	The name and address of the program you think treated you in a different way. 

	• 
	• 
	How, why and when you think you were treated in a different way. 

	• 
	• 
	Any other key details. 


	MAIL TO: State of Tennessee, Civil Rights Coordinator, Department of Finance and Administration, Office of General Counsel, 20th Floor, 312 Rosa L. Parks Avenue, William R. Snodgrass Tennessee Tower, Nashville, TN 37243. 
	Need free language help? Have a disability and need free help or an auxiliary aid or service, for instance Braille or large print? Please call 615-532-9617. 
	You may also contact the: U.S. Department of Health & Human Services – Region IV Office for Civil Rights, Sam Nunn Atlanta Federal Center, Suite 16T70, 61 Forsyth Street, SW, Atlanta, Georgia 30303-8909 or 1-800-368-1019 or TTY/TDD at 1-800-537-7697 OR U. S. Office for Civil Rights, Office of Justice Programs, U. S. Department of Justice, 810 7th Street, NW, Washington, DC 20531 OR Tennessee Human Rights Commission, 312 Rosa Parks Avenue, 23rd Floor, William R. Snodgrass Tennessee Tower, Nashville, TN 37243

	If you speak a language other than English, help in your language is available for free. This tells you how to get help in a language other than English. 
	If you speak a language other than English, help in your language is available for free. This tells you how to get help in a language other than English. 
	ATENCIÓN: si habla espaol, tiene a su disposici servicios gratuitos de asistencia lingstica. Llame al 1-866-576-0029 (TTY: 1-800-848-0298). 
	866 ( م قر-576-0029- ةظوحل م: اذإ تن ك ثدحت تركذا،ةغللا نإ فتامدخةدعاس ملاةیوغللار فاوت ت كل ناجملاب. لص تام قر ب1.(800-848-0298- فتاھ مص لامكب لاو: 1
	注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-866-576-0029 (TTY:1-800-848- 0298) 
	CHÚ Ý: Nếu bạn n Tiếng Việt, ccác dịch vụ hỗ trợ  ng ngữ miễn phí dành chobạn. Gọi số 1-866-576-0029 (TTY:1-800-848-0298). 
	주의: 한국어를 사용하시는 경우 , 언어 지원 서비스를 무료로 이용하실 수 있습니다 . 1-866-576-0029 (TTY: 1-800-848-0298) 번으로 전화해 주십시오 . 
	ATTENTION : Si  vous  parlez français, des services  d’aide linguistique vous sont proposés  gratuitement. Appelez le 1-866-576-0029 (ATS : 1-800-848-0298).  
	Ni songen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me koatoantoal kan ahpw wasa me ntingie [Lokaiahn Pohnpei] komw kalangan oh ntingidieng ni lokaiahn Pohnpei. Call 1-866-576-0029 (TTY: 1-800-848-0298). 
	ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለውቁጥር ይደውሉ 1-866-576-0029 (መስማት ለተሳናቸው: 1-800-848-0298). 
	ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfung. Rufnummer: 1-866-576-0029 (TTY: 1-800-848-0298). 
	સચના: જોતમેગજરાુતીબોલતાહો, તોિ ન:શલ્કભાષાસહાયસેવાઓતમારામાટેઉપલબ્ધછે. ફોનકરો 1-866-576-0029 (TTY:1-800-848-0298)
	注意事項：日本語を話される場合、無料の言語支援をご利用いただけます 1-866-576-0029（ TTY:1- 800-848-0298）まで、お電話にてご連絡ください 
	PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-866-576-0029 (TTY: 1-800-848-0298). 
	ध्यानद: यदआपहदीबोलतेहतोआपकेि लएमुफ्तमभाषासहायतासवाएंउपलब्धह। 1-866-576-0029 (TTY: 1-800-848-0298) परकॉलकर।
	ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 1-866-576-0029 (телетайп: 1-800-848-0298). 
	 ھجو ت: ر گا ھب نا بز یس را ف وگ تف گ یم ،دین ک تلا یھس تینا بز تروص بناگ یار یاربامش866-576-0029 (TTY: 1-800-848-0298)   مھارف یم دش اب. اب سام تد یریگ ب.

	Basic Terms 
	Basic Terms 
	The following are some basic terms and descriptions that will help you understand your coverage. 
	The Plan 
	The Tennessee Plan coverage is sponsored by the State of Tennessee, and claims are administered by UMR/POMCO. The coverage is based on the information the Plan Document, your signed application and your UMR/POMCO member ID card. The Plan Benefits are summarized on the following pages. 
	This Plan provides you certain benefits and responsibilities. These benefits and responsibilities may not be assigned or transferred to any other person. 
	This policy is based on the statements you gave on your application. These statements are considered to be representations, not warranties. Only your written statements on the application may be used to defend a claim based on misrepresentation. 
	Except where required by law, the terms of this handbook cannot be changed unless the State of Tennessee and UMR/POMCO agree in writing to the change. Any amendment or endorsement must be signed by the State of Tennessee and made a part of the contract. 
	The Subscriber 
	By subscriber, we mean the person who signed the application and in whose name the ID card is issued. The person must be enrolled in Part A of Medicare. 
	Medicare 
	Medicare refers to the two programs of health insurance provided under Title XVIII of the Social Security Act. Officially, the two programs are known as Health Insurance for the Aged and Disabled. 
	The first program, commonly called Part A Medicare, provides basic protection against the costs of inpatient hospital and skilled nursing facility care. For the most part, Part A Medicare is financed through the Social Security tax. 
	The second of the two programs, Part B Medicare, is a voluntary program which covers the cost of physicians’ services, outpatient hospital services and certain other services not covered under Part A Medicare. It is funded through the monthly premiums paid by participants and contributions from the federal government. 
	By Medicare benefits, we mean the benefits you are eligible for, or would have been eligible for under Part A Medicare or Part B Medicare — whether or not you apply for them. 
	By Medicare-approved amount, we mean the amount recognized as reasonable by Medicare for health care expenses of the kinds covered by Medicare. The Medicare-approved amount also includes amounts considered payable under the Medicare Part B fee schedule. 
	Medicare Definitions 
	The terms below carry the same meaning as they do in Medicare. Please visit  to review definitions of the following words: 
	www.Medicare.gov

	You are encouraged to call one of the UMR/ POMCO member service representatives if you have questions about privacy policies and practices. 
	•
	•
	•
	 Coinsurance 

	•
	•
	 Deductibles 

	• 
	• 
	Inpatient hospital services 

	•
	•
	 Benefit period 

	• 
	• 
	Outpatient hospital services 

	• 
	• 
	Outpatient physical or occupational therapy services 

	•
	•
	 Physicians’ service 

	• 
	• 
	Independent laboratory 

	• 
	• 
	Sk illed nursing facility services 

	• 
	• 
	M edicare fee schedule 

	•
	•
	 Medically necessary 



	Providers 
	Providers 
	Providers does not only refer to physicians or hospitals but any professionals or facilities that can provide you with health care services. The following are the definitions of some commonly used providers: 
	Hospital refers to an institution that is qualified as eligible to participate in Medicare as a hospital and meets all of the following requirements: 
	• 
	• 
	• 
	Provides inpatient and outpatient services and is compensated by or on behalf of its patients; 

	• 
	• 
	Provides surgical and medical facilities primarily to diagnose, treat and care for the injured and sick; 

	• 
	• 
	Has a staff of physicians licensed to practice medicine; and 

	• 
	• 
	Provides nursing care by registered graduate nurses on duty 24 hours a day. 


	A hospital does not serve, other than incidentally, as a nursing home, a place for rest, the aged, drug addicts or alcoholics. 
	A participating hospital is a hospital which: 
	• 
	• 
	• 
	Has an agreement with the Secretary of Health and Human Services of the United States to provide Medicare benefits; or 

	• 
	• 
	Has an agreement with UMR/POMCO to provide hospital services to Plan subscribers. 


	A non-participating hospital does not have either of these agreements. 
	A skilled nursing facility primarily provides skilled nursing care and related services or rehabilitation services, and has an agreement with the Secretary of Health and Human Services to provide skilled nursing facility services as defined by Medicare. 
	This term also applies to a facility referring to itself as an extended care facility, convalescent nursing home, rehabilitation hospital, long-term acute care facility or any other similar label if it fits the above requirements. 
	The title physician, for identifying covered physician services, includes all of the following: 
	• 
	• 
	• 
	Doctor of Medicine (M.D.) or Doctor of Osteopathy (D.O.) legally qualified and licensed without limitation to practice medicine and perform surgery (except interns and residents); 

	•
	•
	 Doctor of Dental Surgery (D.D.S.); 

	•
	•
	 Doctor of Dental Medicine (D.M.D.); 

	•
	•
	 Doctor of Optometry (O.D.); and 

	•
	•
	 Doctor of Chiropractic (D.C.). 


	All physicians must be licensed and regulated by a state or federal agency and acting within the scope of his or her license. 

	Premiums 
	Premiums 
	• 
	• 
	• 
	Payment of premiums for coverage. The monthly premium rates for coverage under the Plan are established by the State of Tennessee. Regular payment of premiums is required. After the first payment, premiums become due as they are billed. Claims will not be paid if premiums are not paid to date. 

	• 
	• 
	Grace period of premium payment. After the first payment, a deferral period of a full calendar month is allowed. If the premium is not paid within this deferral period, coverage is terminated retroactively to the last month for which premiums were paid. Coverage cannot be reinstated if it was canceled due to non-payment of premiums. 

	• 
	• 
	Change of premium rate. The premium charge for coverage under this Plan is subject to change. Should the rate change, you will be notified in writing at least 30 days before it goes into effect as required by the State of Tennessee. 


	Coordination of Benefits (COB). 
	The process of determining if the benefits payable under The Tennessee Plan are coordinated with any benefits payable under another group plan. 
	Recover, Recovered, Recovery or Recoveries. 
	Refers to all monies paid to you or your dependents by way of judgment, settlement, or otherwise to compensate for all losses caused by an injury or sickness, whether or not said losses reflect medical or dental charges covered by the Plan. “Recoveries” further includes, but is not limited to, recoveries for medical or dental expenses, attorneys’ fees, costs and expenses, pain and suffering, loss of consortium, wrongful death, lost wages and any other recovery of any form of damages or compensation whatsoev
	Refund. Repayment to the Plan for benefits that it has paid toward care and treatment of any injury or sickness. 
	Subrogation. The Plan’s right to pursue and place a lien upon you or your dependents’ claims for benefit charges against another person. 
	Third Party. Refers to any third party whatsoever, including another person or a business entity. 

	Plan Benefits 
	Plan Benefits 
	BENEFITS AT A GLANCE 
	BENEFITS AT A GLANCE 
	BENEFITS AT A GLANCE 
	THE TENNESSEE PLAN BENEFITS 

	Medicare Gaps for 2021  What You Owe After Medicare Pays 
	Medicare Gaps for 2021  What You Owe After Medicare Pays 
	What You Owe  With The Tennesee Plan 

	Basic Benefits 
	Basic Benefits 
	Basic Benefits 
	•
	•
	•
	 $371/day for 61–90 days in hospital 

	•
	•
	 $742/day for 60 lifetime reserve hospital days 

	•
	•
	 20% patient’s share of approved medical expense 

	•
	•
	 First three pints of blood 



	Covered 

	Skilled Nursing Coinsurance 
	Skilled Nursing Coinsurance 
	Skilled Nursing Coinsurance 
	$176/day for 21st –100th day 

	Covered 

	Part A Deductible 
	Part A Deductible 
	Part A Deductible 
	$1,484/hospital admission 

	Covered 

	Part B Deductible 
	Part B Deductible 
	Part B Deductible 
	$203/calendar year for medical expenses 

	Not Covered 

	Part B Excess 
	Part B Excess 
	Part B Excess 
	Medical expense over approved amount 

	Not Covered 

	Foreign Travel Emergency 
	Foreign Travel Emergency 
	Foreign Travel Emergency 
	• 
	• 
	• 
	Emergency care beginning during first 60 days of trip out-side USA (after $250 deductible, benefits limited to $50,000/ lifetime) 



	Covered at 80% 

	Hospice 
	Hospice 
	Hospice 
	You must meet Medicare’s requirements, including  a doctor’s certification of a terminal illness 

	Covered 

	Prescription Drugs 
	Prescription Drugs 
	Prescription Drugs 
	Outpatient prescription drugs covered through  Medicare Part D 

	Not Covered 



	This section describes, among other things, the level of coverage available to you under The Tennessee Plan. To receive benefits, you must be under a physician’s care, and the services must be recommended by your physician. These services are subject to the rules of the hospital or other institution, including regulations governing admission. 
	This section describes, among other things, the level of coverage available to you under The Tennessee Plan. To receive benefits, you must be under a physician’s care, and the services must be recommended by your physician. These services are subject to the rules of the hospital or other institution, including regulations governing admission. 
	Services Covered in Part by Medicare Hospital Inpatient Care 
	When you are admitted to a participating hospital, benefits will be provided by The Tennessee Plan for the following: 
	• 
	• 
	• 
	Inpatient hospital deductible, the amount of money you pay when admitted to a hospital as an inpatient before you can receive Medicare benefits. The deductible applies once each benefit period, as defined by Medicare. The deductible is covered by The Tennessee Plan. 

	• 
	• 
	Coinsurance amount that applies to inpatient hospital services after the 60th day and before the 91st day. After you have been hospitalized for 60 days, you must share the cost of the hospital care with Medicare. This is called coinsurance and is covered by The Tennessee Plan. Your share of the cost is what The Tennessee Plan covers under this program. 

	• 
	• 
	Coinsurance amount that applies to inpatient hospital services after the 90th day and before your 60 lifetime reserve days of inpatient care under Medicare expire. This coinsurance is also covered by The Tennessee Plan. 


	Hospital Outpatient Care. When you are treated in the outpatient department of a participating hospital, benefits are available for the 20% coinsurance amount imposed by Medicare. 
	Skilled Nursing Services. If you are admitted to a skilled nursing facility, benefits will be provided after the calendar year’s deductible has been met for the coinsurance amount that applies to skilled nursing services after the 20th day and before the 101st day. 
	Medical and Other Health Services. 
	Part B Medicare pays 80% of the Medicare-approved amount for Medicare eligible expenses. However, benefits will be provided for the 20% coinsurance amount or remaining amount, whichever is less, for these expenses. 
	Blood Deductible. The Tennessee Plan will cover the reasonable cost of the first three pints of blood (or equivalent quantities of packed red blood cells, as defined under federal regulations) unless replaced in accordance with federal regulations or already paid for under Part A or Part B. 

	Hospice Care 
	Hospice Care 
	The Plan will cover services that provide hospice care for those Plan participants diagnosed with a terminal illness. The Plan pays up to $5 for each prescription drug and other similar products for pain relief and symptom control, and 5% of the Medicare–approved amount for inpatient respite care, provided: 
	(1) 
	(1) 
	(1) 
	The Plan participant is eligible for Medicare Part A (hospital insurance); 

	(2) 
	(2) 
	The Plan participant’s doctor and the hospice medical director certify that the Plan participant is terminally ill and has six months or less to live if the Plan participant’s illness runs its normal course; 

	(3) 
	(3) 
	The Plan participant signs a statement choosing hospice care instead of other Medicare-covered benefits to treat the Plan Participant’s terminal illness; and 

	(4) 
	(4) 
	The Plan participant gets care from a Medicare-approved hospice program 


	Medicare will still pay for covered benefits for any health problems that are not related to the Plan participant’s terminal illness. 
	Worldwide Services 
	When you receive medically necessary emergency hospital or physicians’ services outside of the United States, The Tennessee Plan pays 80% of the billed charges after you pay a $250 deductible, up to a lifetime maximum amount of $50,000, provided: 
	• 
	• 
	• 
	The care is received within the first 60 days of a trip outside the United States; 

	• 
	• 
	You are a resident of the United States and are temporarily traveling elsewhere; 

	• 
	• 
	You are legally responsible for payment for the services; 

	• 
	• 
	Benefits are not available under Medicare; and 

	• 
	• 
	The care is needed because of a sudden and unexpected illness or injury. 


	United States refers to all 50 states, the District of Columbia, the Commonwealth of Puerto Rico, the Virgin Islands, Guam and American Samoa. 
	Women’s Health and Cancer Rights Act 
	Your medical plan’s coverage of a medically necessary mastectomy also includes post-mastectomy coverage for reconstruction of the breast, surgery on the other breast to achieve the appearance of symmetry, prostheses, and physical complications during any state of the mastectomy, including lymphedemas. This coverage will be provided in consultation with the attending physician and patient. Benefits are subject to the same annual deductibles and coinsurance as other services and pre-existing waiting periods a
	Services Not Covered by Medicare 
	Additional Days of Hospital Care. After you have used up all of your days of inpatient hospital services under Medicare (including your lifetime reserve days), The Tennessee Plan pays the Diagnostic Related Group (DRG) day outlier per diem rate or other appropriate standard of payment for medically necessary inpatient hospital services, up to a maximum of 365 days per lifetime. 
	This benefit is paid only if you would have been eligible for Medicare benefits had your days of care not expired. If you stay in a private room, this Plan pays an amount up to the hospital’s most prevalent semi-private room rate. 
	Plan Exclusions 
	This coverage does not provide benefits for: 
	• 
	• 
	• 
	Services and supplies not covered by Medicare, except those specifically included under this Plan; 

	• 
	• 
	Any expense to the extent of any benefits available under Medicare, whether or not you enroll and apply for them; and 

	• 
	• 
	The Medicare Part B yearly deductible amount 



	Duplicate Coverage and  Coordination of Benefits (COB) 
	Duplicate Coverage and  Coordination of Benefits (COB) 
	Special rules apply when you are covered by more than one group health plan. This can happen if you are covered under The Tennessee Plan and another plan. For example, coverage for yourself with another employer or coverage as a dependent under your spouse’s health plan. 
	The purpose of Coordination of Benefits is to avoid duplicate payments that could exceed the actual charge of any expenses for services or supplies covered by multiple plans. One of the two or more plan(s) involved is the primary plan and the other plan(s) is the secondary plan(s). The primary plan pays benefits first without consideration of the other plans. The secondary plan(s) then makes up the difference up to the total allowable expense. No plan will pay more than it would have paid without this speci
	Allowable Expense 
	For the purposes of this provision, The Tennessee Plan will consider an allowable expense to be the Medicare allowable charge or the usual, customary and reasonable expense covered by at least one of the plans covering the person if the charge is covered under this Plan (but excluded under Medicare). In no event will the combined payments exceed 100% of the Medicare allowable charge, or for those services not covered by Medicare, The Tennessee Plan’s usual Plan benefits. 
	Plan Benefit Payment Order 
	(A) 
	(A) 
	(A) 
	Plans that do not have a coordination provision, or one like it, will pay first. Plans with such a provision will be considered after those without one. 
	Plans that do not have a coordination provision, or one like it, will pay first. Plans with such a provision will be considered after those without one. 
	General Medicare Effect on the Order of Benefit Determination 


	(B) 
	(B) 
	For individuals eligible for Medicare due to age (65 or over) or due to disability (other than end-stage renal disease) who are covered under a plan as a person with current employment status or a dependent of a person with current employment status, the following order of benefit determination applies: 
	(1) 
	(1) 
	(1) 
	Plans covering the individual as an employee, or as the dependent of an employee, with current employment status pay first. 

	(2) 
	(2) 
	Medicare pays second. If you are not enrolled in Medicare, The Tennessee Plan will apply its Coordination of Benefits provisions as if you had enrolled in Medicare. 

	(3) 
	(3) 
	Plans covering the individual as a retiree or as an employee without current employment status pay last. 





	For complete Medicare Secondary Payer Provisions as they apply to you, contact UMR/POMCO at 1.888.477.9307. 
	The Tennessee Plan is designed to be the primary supplemental coverage when the subscriber is not covered under any other plan (as defined below). 
	Definition of Plan 
	For the purposes of this COB provision, a “plan” means any plan that provides benefits or services for hospital, medical, vision, or dental care that is: 
	(A) 
	(A) 
	(A) 
	A group insurance or group-type coverage, whether insured or uninsured. This includes prepayment, group practice or individual practice, and health maintenance organizations (HMO). It also includes coverage other than school-accident- type coverage. 

	(B) 
	(B) 
	Coverage under a governmental plan, or coverage provided by law. This does not include a state plan under Medicaid (Title XIX, Grants to States for Medical Assistance Programs, of the United States Social Security Act as amended from time to time). It also does not include any plan whose benefits (by law) are in excess to those of an insurance program (e.g., TRICARE for Life). 



	Medicare Part C (Medicare Advantage Plans) 
	Medicare Part C (Medicare Advantage Plans) 
	Medicare Advantage Plans are health options that are part of the Medicare program. These include: 
	• 
	• 
	• 
	Medicare Health Maintenance Organizations (HMO). 

	•
	•
	 Preferred Provider Organizations (PPO). 

	•
	•
	 Private Fee-for-Service Plans (PFFS). 

	•
	•
	 Medicare Special Needs Plans. 


	To join one of these plans, you must have Medicare Part A and Part B. You will pay your monthly premium to Medicare. In addition, you may have to pay a premium to the Medicare Advantage Plan for the extra benefits that are offered. 
	If you are currently enrolled in or you join a Medicare Advantage Plan, The Tennessee Plan policy will not coordinate benefits. This means it will not pay any deductibles, co-payments or other cost-sharing under your Medicare health plan. 
	Even though you may decide to participate in The Tennessee Plan, this Plan will not pay out any benefits if you are currently enrolled in or you join a Medicare Advantage Plan. Notwithstanding the above, you have the legal right to keep The Tennessee Plan policy. 
	Claims determination period. Benefits will be coordinated on a calendar year-basis. This is called the claims determination period. 
	Right to receive or release necessary information. To make this provision work, this Plan may give or obtain needed information from another insurer or any other organization or person. This information may be given or obtained without the consent of or notice to any other person. A covered person will give this Plan the information it asks for about other plans and their payment of allowable charges. 
	Right of recovery. This Plan may pay benefits that should be paid by another benefit plan. In this case, this Plan may recover the amount paid from the other benefit plan or the covered person. That repayment will count as a valid payment under the other benefit plan. 
	Further, this Plan may pay benefits that are later found to be greater than the allowable charge. In this case, this Plan may recover the amount of the overpayment from the source to which it was paid. 

	Subrogation 
	Subrogation 
	When This Provision Applies 
	You or your dependents may incur medical charges due to injuries which may be caused by the act or omission of a third party, or a third party may be responsible for payment. In such circumstances, you or your dependents may have a claim against that third party, or insurer, for payments of the medical (or in some cases, dental) charges. Accepting benefits under The Tennessee Plan for those incurred medical expenses automatically assigns to The Tennessee Plan any rights you or your dependents may have to re
	1) 
	1) 
	1) 
	automatically assigns to The Tennessee Plan your/their rights against any third party or insurer when this provision applies; 

	2) 
	2) 
	cannot assign any rights against any third party or insurer without express written consent of The Tennessee Plan; and 

	3) 
	3) 
	must repay to The Tennessee Plan the benefits paid on your/their behalf out of the recovery made from the third party or insurer. 


	Amount Subject to Subrogation or Refund 
	You or your dependents agree to recognize The Tennessee Plan’s right to Subrogation and Reimbursement. These rights provide The Tennessee Plan with a 100%, first dollar priority over any and all recoveries and funds paid by you or your dependents relative to the injury or sickness, including a priority over any claim for non-medical or dental charges, attorney fees, or other costs and expenses. Accepting benefits under this Plan for those incurred medical or dental expenses automatically assigns to The Tenn
	Notwithstanding its priority to funds, The Tennessee Plan’s Subrogation and Reimbursement rights, as well as the rights assigned to it, are limited to the extent to which The Tennessee Plan has made, or will make, payments for medical (or in some cases, dental) charges as well as any costs and fees associated with the enforcement of its rights under The Tennessee Plan. The Tennessee Plan reserves the right to be reimbursed for its court costs and attorneys’ fees if the Plan needs to file suit in order to re

	When a right of recovery exists, you or your dependents will execute and deliver all required instruments and papers as well as doing whatever else is needed to secure The Tennessee Plan’s right of subrogation as a condition to having The Tennessee Plan make payments. In addition, you or your dependents will do nothing to prejudice the right of The Tennessee Plan to subrogate and/or reimburse the Plan. 
	When a right of recovery exists, you or your dependents will execute and deliver all required instruments and papers as well as doing whatever else is needed to secure The Tennessee Plan’s right of subrogation as a condition to having The Tennessee Plan make payments. In addition, you or your dependents will do nothing to prejudice the right of The Tennessee Plan to subrogate and/or reimburse the Plan. 
	Recovery From Another Plan Under Which You or Your Dependents Are Covered 
	This right of refund also applies when a covered person recovers under an uninsured or underinsured motorist plan (which will be treated as third-party coverage when reimbursement or subrogation is in order), homeowner’s plan, renter’s plan, medical malpractice plan or any other insurance coverage plan whatsoever. 
	Rights of Plan Administrator 
	The Plan administrator has a right to request reports on and approve any and all settlements. 
	Failure to respond to the Plan’s request for information and to reimburse the Plan for any money received for medical expenses may result in the covered person’s disenrollment from the Plan and/or initiating collection activities. Such disenrollment shall extend to any dependents who obtained coverage through the covered person. 
	Any retiree or dependent who has been disenrolled from the Plan for failure to cooperate and pay outstanding medical expenses may be ineligible to rejoin the Plan for a period of three years. Coverage may be reinstated within three months of disenrollment by providing the requested information, paying premiums due and reimbursing the Plan for medical expenses subject to this subrogation policy. 

	Termination of Coverage 
	Termination of Coverage 
	This coverage remains in effect until terminated by the State of Tennessee or by the subscriber. Cancellation of coverage must be made in writing to the plan administrator at the following address: 
	State of Tennessee Benefits Administration 19th Floor, 312 Rosa L. Parks Avenue Nashville, TN 37243 
	Coverage will not be renewed in the event of fraud by the subscriber or member. Coverage will automatically be canceled if you fail to pay the premium charges within the grace period. 
	The State of Tennessee can decline to renew The Tennessee Plan coverage. This coverage cannot be canceled solely because your health deteriorates. 
	As the subscriber, you can cancel the Plan for any reason at the end of the period for which charges have been paid. For whatever reason(s) the Plan is terminated, benefit coverage ends on the next payment due date. 
	Suspension of Coverage: Medicaid (TennCare) Entitlement 
	If you become eligible for Medicaid (TennCare), you may notify the State of Tennessee to suspend benefits and charges for coverage under this Plan for the period you are eligible for Medicaid, not to exceed 24 months. Your notice of such suspension must be received by the State of Tennessee within 90 days after determination of your Medicaid eligibility. 
	Upon receipt of timely notice to suspend coverage under this Plan, the State of Tennessee will return that portion of charges that correspond to the period of Medicaid eligibility, less the amount of any claims administered. 
	Coverage under The Tennessee Plan may be reinstated on the date you lose entitlement to Medicaid if such loss occurs within 24 months after suspension. You must provide notice of loss of Medicaid entitlement within 90 days after the date of such loss and pay premium charges for the period for which coverage is reinstated. 

	Coverage Changes 
	Coverage Changes 
	The terms of this coverage or the benefits may change. You will be notified in writing of any changes that occur. Your continued payment of the premium charges indicates acceptance of the change. Any such notice will be mailed to you at the address last shown in the records maintained by the State of Tennessee. 
	Benefits under this coverage will automatically be adjusted to conform to applicable changes in the Medicare deductible amounts and coinsurance percentages. 
	Claims and Appeals 
	If you have a claim for benefits, UMR/POMCO must receive written notice of that claim. When you are admitted to a hospital or skilled nursing facility, present The Tennessee Plan ID card at the admission desk and the hospital or facility personnel will notify UMR/POMCO. 
	In order to process your claims, UMR/POMCO may need information from the person or organization that supplied the service. As a subscriber accepting this Plan, you agree to authorize the physician, hospital or other provider to release any necessary information and records to UMR/POMCO. 
	Generally, the benefits will be provided as directed by you. However, UMR/POMCO has the right to pay you directly for all benefits administered under this Plan. Claims must be filed within 13 months from the date of service to be eligible for reimbursement. UMR/POMCO 
	Generally, the benefits will be provided as directed by you. However, UMR/POMCO has the right to pay you directly for all benefits administered under this Plan. Claims must be filed within 13 months from the date of service to be eligible for reimbursement. UMR/POMCO 
	not process a claim received after the above applicable timely filing period. 

	Appeal Procedures 
	If you experience a problem relating to the Plan policies or the services provided, there are established procedures to help you resolve your complaint. These procedures do not apply to any complaint or grievance alleging possible professional liability, commonly known as malpractice, or for any complaint or grievance concerning benefits provided by any other plan. 
	Administrative Review 
	To file an appeal regarding an administrative process or decision (such as effective dates of coverage issues or timely filing issues), contact the Plan administrator. 

	Appealing to the Claims Administrator 
	Appealing to the Claims Administrator 
	If you are in disagreement with a decision or the way a claim has been paid or processed, you or your authorized representative should first call member services at UMR/POMCO to discuss the issue. If the issue cannot be resolved through member services, you may file a formal request for review or member grievance by completing the appropriate form, or as otherwise instructed, and returning it within the specified time frame to: 
	UMR/POMCO – Appeals 
	UMR/POMCO – Appeals 
	P.O. Box 30546  
	Salt Lake City, UT 84130-0546 

	When your request for review or other member grievance is received, you will get an acknowledgement letter advising you what to expect regarding the processing of your grievance. When a determination is made, you will be notified in writing and advised of any further appeal options. 
	Specific questions regarding initial levels of appeal (the internal appeal process) should be directed to the Claims Administrator. Other appeal questions may be directed to the Plan Administrator appeals coordinator at 615-741-4517 or 866-576-0029. 






