
 

560 N. Park Avenue  PO Box 4309  Helena, Montana 59604-4309  bcbsmt.com 
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 

 
 
Dear Subscriber: 
 
Your health care is important to us, and we are pleased that you selected Blue Cross and Blue Shield of Montana 
(BCBSMT) for your health care coverage.  
 
Participating Providers – (In-Network) 
A key feature of coverage with BCBSMT is our Participating Provider Network.  Participating Providers accept the 
allowable fee, in addition to any applicable deductible, coinsurance and copayments as payment in full.  You are not 
responsible for any amount billed over the allowable fee—a true savings for you.  These providers file your claims directly 
with BCBSMT.  For the most current list of Participating Providers, visit our website at www.bcbsmt.com and select “Find a 
Doctor or Hospital.”  If you prefer a hard copy, please contact us at 1-800-447-7828. 
 
Nonparticipating Providers  
BCBSMT reimburses nonparticipating providers for covered medical expenses according to the allowable fee.  The 
nonparticipating provider can bill the member for the difference between payment by BCBSMT and provider charges, 
plus any applicable deductible, coinsurance and copayments. You are responsible for the balance of the nonparticipating 
provider’s charges after payment by BCBSMT and payment of any deductibles and coinsurance. Check with these 
providers to see if they will file your claim.  If not, send the itemized statement for services with your identification 
number to the address on the back of your identification card. 
 
Preferred Provider Organization (PPO) Facilities 
Your plan also offers a Preferred Provider Organization (PPO) network of hospitals and surgery centers. PPO Providers 
accept the allowable fee, in addition to any applicable deductible, coinsurance and copayments as payment in full.  You are 
not responsible for any amount billed over the allowable fee.  These providers file your claims directly with BCBSMT.  For 
the most current list of PPO Providers, visit our website at www.bcbsmt.com and select “Find a Doctor or Hospital.”  If you 
prefer a hard copy, please contact us at 1-800-447-7828. 
 
Out-of-State Services 
The BlueCard Program gives you access to Participating Providers and PPO providers in states other than Montana.  The 
three digit alpha prefix in front of your identification number on your identification card is very important for out-of-state 
claims. If you choose a provider that is a Participating Provider, or a PPO provider, with the Blue Cross and/or Blue 
Shield Plan in the state where you receive services, that provider will submit your claims for you.  This program gives 
you access to Participating Provider and PPO arrangements, and any discounts and hold harmless (no balance billing 
above the allowable fee) provisions apply to your claims.  If you have questions about claims in another state, please 
call 1-800-676-2583. 
 
Preauthorization 
You must notify BCBSMT of any inpatient admissions, outpatient surgeries, or any other medical procedures.  Please 
call 1-800-447-7828 for assistance. 
 
Customer Service 
BCBSMT is committed to providing you with comprehensive health insurance and personal, professional service.  If you 
have questions about your coverage, claims, and eligibility, please call 1-800-447-7828. 
 
Sincerely, 
 
Service Operations 
Blue Cross and Blue Shield of Montana 
www.bcbsmt.com 
 
PPOMGSUB2015 
Enclosures 
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PO Box 7982  � Helena, Montana 59604-7982  � bcbsmt.com 

 

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 

 

 

 

WRITTEN NOTICE OF THE WOMEN’S HEALTH AND CANCER 

RIGHTS ACT OF 1998 (WHCRA) AS REQUIRED BY FEDERAL LAW. 

 

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under WHCRA.  

For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined by 

the Plan in consultation with the attending physician and the patient, for: 

 

1) All stages of reconstruction of the breast on which a mastectomy has been performed. 

2) Surgery and reconstruction of the other breast to establish a symmetrical appearance. 

3) Chemotherapy. 

4) Prostheses and physical complications of all stages of a mastectomy and breast reconstruction, 

including lymphedemas. 

 

These benefits will be provided subject to any deductible, coinsurance and/or copayment provisions of your 

health plan.  For specific deductible, coinsurance and/or copayment information on your plan, please refer to 

your schedule of benefits. 

 

For further information about this notice or the benefits provided under WHCRA, please contact Customer 

Service at 1-800-447-7828 or visit our Website www.bcbsmt.com. 

 

 

WRITTEN NOTICE OF THE COVERAGE FOR MINIMUM 

HOSPITAL STAYS FOLLOWING CHILDBIRTH AS 

REQUIRED BY THE MONTANA INSURANCE CODE AND 

FEDERAL LAW. 

 

Health insurance for maternity services, including benefits for childbirth, must provide coverage for at least 48 

hours of inpatient hospital care following a vaginal delivery and at least 96 hours of inpatient care, following 

delivery by cesarean section for a mother and newborn infant in a health care facility. 

 

Any decision to shorten the length of inpatient stay to less than that stated above must be made by the attending 

health care provider and the mother.  A health benefit plan may not terminate the service of an attending health 

care provider or penalize or otherwise provide financial disincentives to an attending health care provider in 

response to orders by the attending health care provider for care consistent with these provisions. Under this 

same requirement a health plan may not require that the provider obtain authorization from the plan or the 

insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours). 

 

A health benefit plan that provides coverage for post-delivery care that is provided to a mother and newborn 

infant in the home may not be required to provide coverage of inpatient care unless the inpatient care is 

determined to be medically necessary by the attending health care provider. 

 

For further information about this notice, please contact Customer Service at 1-800-447-7828 or visit our 

Website www.bcbsmt.com. 



=



Important Notices

I.  Initial Notice About Special Enrollment Rights in Your Group 

Health Plan
A federal law called Health Insurance Portability and Accountability Act (HIPAA) requires that we notify you about 
very important provisions in the plan. You have the right to enroll in the plan under its “special enrollment provision” 
without being considered a late enrollee if you acquire a new dependent or if you decline coverage under this plan 
for yourself or an eligible dependent while other coverage is in effect and later lose that other coverage for certain 
qualifying reasons. Section I of this notice may not apply to certain self-insured, non-federal governmental plans. 
Contact your employer or plan administrator for more information.

A. SPECIAL ENROLLMENT PROVISIONS

Loss of Other Coverage (Excluding Medicaid or a State Children’s Health Insurance Program) If you are declining 
enrollment for yourself or your eligible dependents (including your spouse) because of other health insurance or 
group health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your 
dependents lose eligibility for that other coverage (or if you move out of an HMO service area, or the employer 
stops contributing toward your or your dependents’ other coverage). However, you must request enrollment within 
31 days after your or your dependents’ other coverage ends (or move out of the prior plan’s HMO service area, or 
after the employer stops contributing toward the other coverage).

Loss of Coverage For Medicaid or a State Children’s Health Insurance Program 
If you decline enrollment for yourself or for an eligible dependent (including your spouse) while Medicaid coverage 
or coverage under a state children’s health insurance program is in effect, you may be able to enroll yourself and 
your dependents in this plan if you or your dependents lose eligibility for that other coverage. However, you must 
request enrollment within 60 days after your or your dependents’ coverage ends under Medicaid or a state children’s 
health insurance program.

New Dependent by Marriage, Birth, Adoption, or Placement for Adoption 
If you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to 
enroll yourself and your dependents in this plan. However, you must request enrollment within 31 days after the 
marriage, birth, adoption, or placement for adoption.

Eligibility for State Premium Assistance for Enrollees of Medicaid or a State Children’s Health Insurance Program 
If you or your dependents (including your spouse) become eligible for a state premium assistance subsidy from 
Medicaid or through a state children’s health insurance program with respect to coverage under this plan, you may 
be able to enroll yourself and your dependents in this plan. However, you must request enrollment within 60 days 
after your or your dependents’ determination of eligibility for such assistance.

To request special enrollment or obtain more information, call Customer Service at the phone number on 

the back of your Blue Cross and Blue Shield ID card.



II. Additional Notices
Other federal laws require we notify you of additional provisions of your plan. 

NOTICES OF RIGHT TO DESIGNATE A PRIMARY CARE PROVIDER (FOR NON-GRANDFATHERED HEALTH 

PLANS ONLY)

For plans that require or allow for the designation of primary care providers by participants or beneficiaries:

If the plan generally requires or allows the designation of a primary care provider, you have the right to designate 
any primary care provider who participates in our network and who is available to accept you or your family 
members. For information on how to select a primary care provider, and for a list of the participating primary care 
providers, call Customer Service at the phone number on the back of your Blue Cross and Blue Shield ID card.  

For plans that require or allow for the designation of a primary care provider for a child: For children, 
you may designate a pediatrician as the primary care provider.  

For plans that provide coverage for obstetric or gynecological care and require the designation by a

participant or beneficiary of a primary care provider: You do not need prior authorization from the plan or
from any other person (including a primary care provider) in order to obtain access to obstetrical or gynecological 
care from a health care professional in our network who specializes in obstetrics or gynecology. The health care 
professional, however, may be required to comply with certain procedures, including obtaining prior authorization 
for certain services, following a pre-approved treatment plan, or procedures for making referrals.

For a list of participating health care professionals who specialize in pediatrics, obstetrics or gynecology,

call Customer Service at the phone number on the back of your Blue Cross and Blue Shield ID card.

351669.0415Blue Cross and Blue Shield of Montana, a Division of Health Care Service Corporation a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association    
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___________________________________________________________________________________________ 
YOUR INFORMATION. YOUR RIGHTS. OUR RESPONSIBILITIES. 
This notice describes how Blue Cross and Blue Shield of Montana can use or disclose your medical information and 
how you can get access to this information. Our contact information can be found at the end of the notice. 
Please review this notice carefully. 
___________________________________________________________________________________________ 
YOUR RIGHTS. When it comes to your health information, you have certain rights. 
This section explains your rights and some of our responsibilities to help you. 
___________________________________________________________________________________________ 
Get a copy of your  * You can ask to see or get a copy of your health and claims records and other
health and claims records health information we have about you. Ask us how to do this by using the contact  

information at the end of this notice.     
* We will provide a copy or a summary of your health and claims records usually
within 30 days of the request. We may charge a reasonable, cost-based fee.  

___________________________________________________________________________________________ 
Ask us to correct health * You can ask us to correct your health and claims records if you think
and claims records they are incorrect or incomplete. Ask us how to do this by using the contact  

information at the end of this notice.    
* We may say “no” to your request. We’ll tell you why in writing within 60 days.

___________________________________________________________________________________________ 
Request confidential  * You can ask us to contact you in a specific way or to send mail to a different
communications address Ask us how to do this by using the contact information at the end 

of this notice.     
* We will consider all reasonable requests, and must say “yes” if you tell us you
would be in danger if we do not.  

___________________________________________________________________________________________ 
Ask us to limit what  * You can ask us not to share or use certain health information for
we use or share treatment, payment or our operations. Ask how to do this by using the contact  

information at the end of this notice.     
* We are not required to agree to your request, and we may say “no” if it
would affect your care.  

___________________________________________________________________________________________ 
Get a list of those with  * You can ask for a list (accounting) for six years prior to your request date of
whom we’ve shared          when we shared your information, who we shared it with and why. Ask us how 
information   to do this by using the contact information at the end of this notice.     

* We will include all the disclosures except for those about treatment, payment,
and our operations, and certain other disclosures (such as any you asked us  
to make). We will provide one accounting a year for free but we may charge a  
reasonable, cost-based fee if you ask for another one within 12 months.  

___________________________________________________________________________________________ 
Get a copy of this notice * You can ask for a paper copy of this notice at any time, even if you have

agreed to receive the notice electronically. To request a copy of this notice, 
use the contact information at the end of this notice and we will send you 
one promptly.       

___________________________________________________________________________________________ 
Choose someone to act  * If you have give  someone medical power of attorney or if someone is your legal
for you guardian, that person can exercise your rights and make choices about your health  

information. Ask us how to do this by using the contact information at the end of 
this notice.  
* We confirm the person has the authority and can act for you before we share
your information. 
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YOUR RIGHTS (continued) 
___________________________________________________________________________________________ 
File a complaint if   * You can complain if you feel we have violated your privacy rights by using the  
you feel your rights  contact information at the end of this notice.  
are violated   * You can also file a complaint with the U.S. Department of Health and Human 

Services Office for Civil Rights by calling 1-877-696-6775; or by visiting     
www.hhs.gov/ocr/privacy/hipaa/complaints/ or by sending a letter to them at:   
200 Independence Ave., SW, Washington, D.C. 20201. 

    * We will not retaliate against you for filing a complaint.  
___________________________________________________________________________________________ 
YOUR CHOICES. For certain health information, you can tell us your choices about what we share. 
If you have a clear preference on how you want us to share your information in the situations described below,  
tell us and we will follow your instructions. Use the contact information at the end of this notice. 
___________________________________________________________________________________________ 
In these cases, you have * Share information with your family, close friends, or others involved in  
both the right and choice  payment for your care 
to tell us to:   * Share information in a disaster or relief situation 

* Contact you for fundraising efforts  
 
If you cannot share your preference, for example, if you are unconscious, we can share your information if we think  
it is in your best interest. We may share information when needed to lessen a serious or imminent threat to health 
or safety.   
___________________________________________________________________________________________ 
We never share your   * Marketing purposes  
your information in these * Sale of your information  
situations unless you give 
us written permission 
___________________________________________________________________________________________ 
OUR USES AND DISCLOSURES.  How do we use or share your health information? 
We typically use or share your health information in the following ways. 
___________________________________________________________________________________________ 
Help manage   * We can use your health information  * Example: A doctor sends us 
the health care   and share it with professionals who are   information about our diagnosis 
treatment you receive   are treating you.     and treatment plan so we can  
          arrange additional services. 
___________________________________________________________________________________________ 
Run our   * We can use and disclose your   * Example: We use health  
organization    information to run our organization  information to develop better  
    and contact you when necessary.  services for you. 
 
We are not allowed to use genetic information to decide whether we will give you coverage and the price of  
that coverage. This does not apply to long-term care plans.  
___________________________________________________________________________________________ 
Pay for your     * We can use and disclose your health   * Example: We share information  
health services   information since we pay for your health  about you with your dental plan  
    services.     to coordinate payment for your 

dental work.   
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___________________________________________________________________________________________ 
Administer    * We may disclose your health information *Example: If your company  
your plan   to your health plan sponsor for plan  contracts with us to provide a  

administration purposes.   health plan, we may provide them  
certain statistics to explain the  
premiums we charge.  

___________________________________________________________________________________________ 
How else can we use or share your health information? 
We are allowed or required to share your information in other ways, usually in ways that contribute to the public 
good, such as public health and research. We have to meet many conditions in the law before we can share your  
information for these purposes. For more information go to: 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 
___________________________________________________________________________________________ 
Help with public health * We can share your health information for certain situations such as: 
and safety issues   * Preventing disease 

* Helping with product recalls 
* Reporting adverse reactions to medications 
* Reporting suspected abuse, neglect or domestic violence 
* Preventing or reducing a serious threat to anyone’s health or safety 

___________________________________________________________________________________________ 
Do research   * We can use or share your information for health research. 
___________________________________________________________________________________________ 
Comply with the law  * We will share information about you when state or federal law requires it,  

including the Department of Health and Human Services if they want to determine  
that we are complying with federal privacy laws.  

___________________________________________________________________________________________ 
Respond to organ/tissue * We can share health information about you with an organ procurement organization.  
donation requests and work * We can share information with a medical examiner, coroner or funeral director.  
with certain professionals  
___________________________________________________________________________________________ 
Address workers’   * We can use or share health information about you:  
compensation, law  * For workers’ compensation claims 
enforcement, and other * For law enforcement purposes or with a law enforcement official 
government requests  * With health oversight agencies for activities authorized by law 
    * For special government functions such as military, national security, and   
     presidential protective services or with prisons regarding inmates.  
___________________________________________________________________________________________ 
Respond to lawsuits and * We can share health information about you in response to an administrative or 
legal actions court order, or in response to a subpoena.    
___________________________________________________________________________________________ 
Certain health    * State law may provide additional protection on some specific medical   
information    conditions or health information. For example, these laws may prohibit us from  

disclosing or using information related to HIV/AIDS, mental health, alcohol or 
substance abuse and genetic information without your authorization. In these  
situations, we will follow the requirements of the state law.  
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___________________________________________________________________________________________ 
OUR RESPONSIBILITIES. When it comes to your information, we have certain responsibilities. 
___________________________________________________________________________________________ 
 
*    We are required by law to maintain the privacy and security of your protected health information. 
*    We will let you know promptly if a breach occurs that compromises the privacy or security of your information.  
*    We must follow the duties and privacy practices described in this notice and give you a copy of it.  
*    We will not use or share your information other than as described here unless you tell us we can in writing. 
 
You may change your mind at any time. Let us know in writing if you change your mind.   
 
For more information: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html. 
___________________________________________________________________________________________ 
CHANGES TO THE TERMS OF THIS NOTICE 
We can change the terms of this notice, and the changes we make will apply to all information we have about you. 
The new notice will be available upon request or from our website. We will also mail a copy of the new notice to you  
if there are material changes to our privacy practices.  
___________________________________________________________________________________________ 
CONTACT INFORMATION 
If you would like general information about your privacy rights or would like a copy of this notice, go to:  
https://www.bcbsmt.com/Pages/privacy.aspx. If you have specific questions about your rights or about this notice,  
you may contact us in one of the following ways: 
 
* Call us at the toll-free number on the back of your member identification card. 
* Call us at 1-877-361-7594. 
* Write us at: 
 

Divisional Vice President, Privacy Office 
Blue Cross and Blue Shield of Montana 
P.O. Box 804836 
Chicago, IL 60680-4110 

___________________________________________________________________________________________ 
EFFECTIVE DATE OF THIS NOTICE 
September 23, 2013 
___________________________________________________________________________________________ 
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