MEMBER INFORMATION
HANDBOOK
How to Use Your HMO Benefits
A Special Message to CDPHP® Members
Thank you for selecting Capital District Physicians’ Health Plan, Inc. (CDPHP®) for your
health care coverage. We are glad to have you as a member and are committed to providing
you with quality health coverage that’s easy to use.
This member handbook will help you understand your HMO coverage. Please take some
time to review it. Although this handbook contains a great deal of information about CDPHP,
it is only a brief summary of how to use your benefits. For more details, please refer to your
membership certificate which may also include riders detailing special added benefits.
If you have any questions about your coverage, please call our member services department
at (518) 641-3700 or 1-800-777-2273. Member service representatives are available Monday
through Friday, 8 a.m. to 8 p.m., to assist you. Members may also come to see a member
service representative at CDPHP, 500 Patroon Creek Boulevard, Albany, between 8:30 a.m.
and 4:30 p.m. Please call ahead for an appointment so you will not have to wait. In addition,
members can write to us at 500 Patroon Creek Boulevard, Albany, NY 12206-1057 or visit
us on the web at www.cdphp.com.
Again, thank you for joining CDPHP. We look forward to serving your health coverage needs.

CDPHP HMO Member Handbook – Form #4161-0712

1

How the Plan Works
At CDPHP, we believe our most important job is to keep you healthy by providing access to quality health care. That’s why our
HMO plan provides coverage for routine physicals, immunizations, well-baby/well-child care, worldwide emergency care, and more.
And CDPHP coverage is easy to use! Just remember these easy tips:
• Generally, you should see or call your primary care physician (PCP) when you need medical care.
• If you need to see a specialist, ask your PCP for a referral to a specialist. You don’t need a referral number, however, please notify the specialist
of the PCP who referred you.
• Always carry your CDPHP ID card and use it for ALL medical care.
• Always use CDPHP participating practitioners and providers unless it is an emergency or you have prior written authorization from CDPHP.
• You pay only your copayment and/or coinsurance for each visit to a participating practitioner and provider.
• Except for emergencies and special services authorized by CDPHP’s medical director, any care you receive outside the CDPHP network will
not be covered by CDPHP.

Member Services
CDPHP holds a strong commitment to quality customer service. Nowhere is this more evident than our member services department,
where you’ll find a dedicated team of professionals to help you. This team is available Monday through Friday 8 a.m. to 8 p.m. at
(518) 641-3700 or 1-800-777-2273. Help is available to answer questions and address any concerns you may have. For example,
member services can explain policies and benefits, accept complaints and appeals, and help resolve bills. To help non-English
speaking members, CDPHP’s member service department offers Spanish speaking representatives as well as a telephone translation
service for other languages. The telephone system also includes a line for those equipped with a TTY/TDD (teletypewriter/telecommunications device for the deaf) system. If you are a TTY/TDD user and wish to contact CDPHP, please use 1-877-261-1164.
For members who prefer to do business via the Internet, we offer the convenience of using www.cdphp.com at any time of the day
or night. This secure interface enables you to change your PCP, register a change of address, order a new ID card, or check the
status of claims.

Your Primary Care Physician
Your PCP is the doctor in private practice who participates in the CDPHP physician network and is responsible for coordinating
all of your health care. He or she also helps you maintain good health through preventive care. Your PCP, working with you, is
responsible for making decisions concerning your care. Although CDPHP works closely with your PCP to coordinate and monitor
that care, your PCP is responsible for medical decisions concerning your care.
Every member must select a PCP. When selecting a PCP you must select from family practice, general practice, internal medicine, or
pediatrics as listed in Find-A-Doc at www.cdphp.com or the Directory of Participating Practitioners and Providers. Both Find-A-Doc
and the directory supply information about our physicians’ certification and indicate whether a particular practitioner is accepting
new patients, but it is usually a good idea to call the doctor to make sure. Member services can also give you more information on
a doctor’s qualifications and can let you know if a practitioner is accepting new patients.
Upon enrollment in the Plan and prior to seeking services from a PCP, be sure you fill out your PCP selection on the enrollment
form. Female members may see any network OB/GYN without a referral from the PCP. If you have not selected a PCP at the
time of enrollment, we will assign you a PCP based on your home address. If you wish to change your current selection, please
log into www.cdphp.com and register your choice. You may also call the member services department at (518) 641-3700 or
1-800-777-2273 to do so.
If you see a PCP and he or she does not have you or your dependents listed as his or her patient, you or your dependents may be
asked to sign the PCP/OB/GYN Physician Waiver Form. That form states that you must notify CDPHP of your new PCP within five
business days of the visit or you will be responsible for the payment of all services rendered at that visit.
The member services representative will ask you for an effective date of the change to your new PCP. If you have already seen the
physician, you must give the date of the visit. If you do not specify the date, the change will be effective the day you call CDPHP.
Your PCP is responsible for coordinating your care, including providing referrals to specialists, hospitals, or facilities. Your PCP must also
provide or arrange for any and all non-emergency care. Your PCP or a physician covering for your PCP is available 24 hours a day, seven days
per week. If you have an urgent medical need after business hours, you may call your PCP’s office for direction.
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Communication
We keep in touch with you on a regular basis. After you enroll, you should receive:
• Membership certificate
• Member handbook
• CDPHP ID card
• Member newsletters
Please hold on to these materials and refer to them before seeking care. In addition to these materials, we will often send you
other materials that relate to your coverage. Read these materials carefully and keep them for future use.
A special benefit of CDPHP is a free quarterly member newsletter that gives you regular updates on your benefits. It also includes
tips to help you stay healthy and our schedule of free wellness programs, which are open to all of our members.
At times, CDPHP may need to change your benefits. This could include adding additional coverage or terminating a benefit or
service. In each of these cases, members will be notified by mail and/or in the next quarterly member newsletter. If your employer
changes benefit plans you will receive a new membership certificate by mail.
CDPHP also will make every attempt to provide you with the most accurate list of participating practitioners and providers as
possible. However, since the Plan is growing rapidly, the list of participating practitioners and providers can change often. The
printed Directory of Participating Practitioners and Providers is updated annually and is available upon request from member services.
For the most up-to-date listing at any time, please use the Find-A-Doc feature at our website at www.cdphp.com.
If your PCP no longer participates with CDPHP, you will be notified and asked to select another PCP.

Member Confidentiality
CDPHP considers the confidentiality of member information extremely important. To maintain member confidentiality, CDPHP
has instituted many procedures including the following:
• A notice of privacy practices is provided annually which details the necessary uses and disclosures of member information and
rights with regard to member information.
• As required by the U.S. Department of Labor’s ERISA claims regulation, upon request members are provided with all documentation related to a benefit determination free of charge.
• Medical records are the property of the practitioner or provider. Members may access their medical records directly from their
practitioners or providers.
• All CDPHP employees sign confidentiality agreements at the time of employment.
• Access to the CDPHP building is limited through the use of an electronic security system.
• All members of CDPHP committees sign a confidentiality agreement that affirms the confidential nature of both member and
practitioner or provider information shared within those committees.
• CDPHP will release protected health information only to the member who is the subject of the information, someone authorized
to act on the member’s behalf, subject to a valid authorization, or as permitted/required by law.
• CDPHP limits employees’ system access to protected health information in accordance with employees’ job function and
responsibilities (role-based access).
• Member services personnel verify member name, address, telephone number, primary care practitioner (when available), and
CDPHP identification number prior to releasing any information to callers.
• CDPHP protects information on its electronic website through multiple security levels.
• CDPHP removes all member identifiable information when initiating an external peer review for clinical decisions (not applicable
to external appeals).
• CDPHP verifies that a legally sufficient authorization is present prior to sharing protected health information with external entities.
• CDPHP assists in obtaining a signed authorization from a member if necessary, to receive medical records from a non-participating
treating practitioner or provider.
• CDPHP evaluates the confidentiality of medical record documentation at primary care physician offices as part of its periodic
medical record audits.
CDPHP HMO Member Handbook
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Utilization Management
The CDPHP utilization management (UM) program has been established to monitor the utilization of services and the allocation
of health care resources across the continuum of care. This coordination is accomplished by planning, organizing, and directing
health care services. For members with complex medical or social needs, one-on-one case management with an experienced nurse
or social work case manager is available to help the member coordinate care.
Utilization management is conducted to determine whether health care services recommended and/or provided to a member are
medically necessary. Reviews may incorporate several aspects of medical or behavioral services, including case management, pharmacy,
clinical coding and auditing, as well as utilization management. Services which can cause or result in under or excessive resource
utilization are identified and reviewed. There is special concern for underutilization. CDPHP’s system provides for the formal
assessment of the medical necessity of care, the judicious use of resources, the appropriate delivery of care and the use of ancillary
services. The system is designed to promote the use of best clinical practices on a prospective, concurrent, and retrospective basis
and utilizes appropriate community resources to augment available services. UM decision making is based only on appropriateness
of care and services and the terms and conditions of the member’s certificate of coverage. CDPHP does not compensate, nor does
it offer incentives as encouragement, for denials made by CDPHP employees or utilization review agents. Practitioners, providers,
and employees who make utilization-related decisions are made aware of special concerns regarding the risks of underutilization.
This UM program is evaluated annually and enhanced as required to reflect new policy development, new technology, new legislation, and new Plan initiatives.

How to Obtain Information About the UM Process and Authorization of Care
Utilization management staff are available to assist you with any questions or concerns you may have regarding the UM process
and the authorization of care. You may speak with a UM staff member by calling (518) 641-4100 or 1-800-274-2332 during normal
business hours, Monday through Friday, 8 a.m. to 6 p.m. Any follow-up calls by the UM staff will be made during normal business
hours unless otherwise agreed upon. On-call UM staff can be reached for urgent issues after hours, weekends, and holidays by
calling the same phone numbers and advising the answering service of your need to speak with a UM staff member.

Prior Authorization
The member’s practitioner must notify the CDPHP resource coordination department when he or she recommends services that
require prior authorization. CDPHP defines these products and services in the Prior Authorization Policy, which is available in
the secure member portal at www.cdphp.com. (You can locate this policy and many others under “Medical Guidelines” on the
“My Resources” tab of the secure site.) Prior authorization through CDPHP is also required for other services detailed in your
membership certificate and CDPHP’s resource coordination policies.
Generally, the member’s practitioner requests prior authorization from CDPHP; however, it is the member’s responsibility to
make sure that prior authorization is received before receiving a service. After review, CDPHP will notify the member, the member’s
practitioner, and the hospital or facility that the care is determined to be medically necessary and appropriate. If it is determined
that it is not medically necessary for the member to have the proposed services or it is not a covered service under the benefit
plan, CDPHP will contact the member and member’s practitioner with the determination.

Quality Management
Quality is more than a buzzword at CDPHP; it’s the backbone of our health plan. Our quality management program is a comprehensive, proactive program that provides the required processes and structure to define, evaluate, monitor, and assist in assuring
that medically appropriate and cost-effective care and service are provided to members of CDPHP. Acute and chronic diseases,
preventive health, mental health, and prenatal care, as well as the needs of the under-served are considered. In addition, aspects
of service to employers, providers, and members are considered.

Specialists
Your PCP, working together with you, will determine when it is appropriate for you to seek the services of a specialist. CDPHP offers
you a wide choice of participating specialists. Specialists are listed on Find-A-Doc and in the Directory of Participating Practitioners
and Providers by county and by specialty. Together you and your PCP select a specialist. You may change specialists at any time by
contacting your PCP for a new referral. You do not need to notify CDPHP when you select or change specialists as long as the
specialist participates in the CDPHP network. Once your PCP has referred you, contact the specialist’s office to schedule an
appointment. At the time of the visit, present your CDPHP ID card and tell the specialist’s office staff the name of the doctor
who referred you. You will be responsible for the appropriate copayment.
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How Our Doctors Are Paid
Both PCPs and specialists are reimbursed in a variety of ways including discounted fee-for-service with a withhold. Discounted feefor-service is a form of payment in which the practitioner receives a specific fee for a specific service. The fee is generally discounted
based on a prearranged fee schedule agreed upon by the practitioner and CDPHP. The withhold is a percentage of the fee held
back by CDPHP and later returned to the practitioner based on the performance of the Plan. CDPHP uses this payment system
so our members benefit from lower health care costs.
The primary reimbursement method for hospitals is a set negotiated fee for the services rendered. For some very specialized services,
such as organ transplants, a global rate may be negotiated which includes all related services—such as organ procurement, physician
services, and facility services.
These payment systems in no way affect the amount you pay as stated in your membership certificate. Under no circumstances
will these financial arrangements influence your receipt of quality, medically necessary health care services.

You May Get an EOB
You will receive an explanation of benefits (EOB) in the mail in the event that you have a payment obligation, other than a copayment,
for care that is denied or covered in part. You may also receive an EOB, as required by law, in some circumstances where you have
no payment obligation. The EOB is not a bill, but it will inform you of the status of your claim. Your provider should bill you for
the amount you owe.

Referrals/Authorizations
Referrals
In-plan referrals are for CDPHP participating providers and practitioners. If your PCP determines that you require service from
a specialist, he or she will discuss this with you, and recommend the appropriate specialist within the CDPHP network.
If CDPHP or your PCP in consultation with CDPHP’s medical director and a specialist, if any, determine that you have a life-threatening or degenerative and disabling condition or disease, either of which requires specialized medical care over a prolonged period
of time, you may receive a referral/authorization to a specialist, with expertise in treating the life-threatening or degenerative and
disabling condition or disease, who shall be responsible for and capable of providing and coordinating your primary and specialty care.
Prior authorization from CDPHP is required before using a specialist as a PCP. Such specialist must be a participating practitioner
unless there is no participating practitioner with appropriate training and experience to meet your particular needs. Such an
authorization shall be pursuant to a treatment plan approved by CDPHP, in consultation with your PCP if appropriate, the specialist,
and you or your designee. Such specialist shall be permitted to treat you without a referral from your PCP and may authorize such
referrals, procedures, tests, and other medical services as your PCP would otherwise be permitted to provide or authorize, subject
to the terms of the treatment plan.

Out-of-Plan Prior Authorization
Out-of-plan prior authorizations are for practitioners or providers who do not participate in the CDPHP network. If your PCP
recommends that you receive services from a specialist who is not a CDPHP participating practitioner, prior authorization from
CDPHP is required. An out-of-plan prior authorization is issued when CDPHP’s network does not include a health care provider
or practitioner with appropriate training and experience to meet your particular health care needs. To register your request for an
out-of-plan referral, please call the resource coordination department at (518) 641-4100 or 1-800-274-2332. Your PCP will be
contacted and asked to supply a treatment plan explaining why an out-of-plan referral is needed. A CDPHP medical professional
will then assess the treatment plan and consult with your PCP and the out-of-plan provider or practitioner. Once a determination
is made, you will receive a letter from a CDPHP medical director indicating whether your request has been approved or denied.
There is no additional cost to you for such prior authorization beyond what you would otherwise pay for services received through
a participating provider or practitioner. If the reason for the authorization changes, you must contact your PCP to request a new
prior authorization.
PLEASE NOTE: Obtaining a referral/authorization is your responsibility. Except in the case of an emergency, CDPHP will not pay for services
from a participating specialist without a referral/authorization or a non-participating provider or practitioner without prior authorization
from CDPHP. Payment for services received without a referral/authorization is your responsibility.

CDPHP HMO Member Handbook
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Specialty Services
Examples of the most common specialty services available to you include laboratory and radiology services. Your participating
PCP, OB/GYN, or specialist can perform or authorize all of the services you require. Since CDPHP utilizes a large network, your
practitioner has a choice of selecting the most appropriate participating practitioner or provider from the CDPHP network for
your specific needs.

Laboratory Services
CDPHP presently utilizes several major laboratory service providers as well as many hospitals. Your physician has a choice of selecting
the most appropriate facility for your specific needs. CDPHP-participating laboratories are listed in Find-A-Doc at www.cdphp.com.
To request a printed copy of the CDPHP provider directory, please call member services at 1-800-777-2273.

Radiologic Imaging
Some physicians have the capability to perform X-rays and other diagnostic imaging in their office. If your doctor does not provide
radiology services, he or she will refer you to have the service performed. Your copayment is waived if radiology services are performed
at a facility in the CDPHP Preferred Radiology Network. CDPHP-participating X-ray/imaging facilities are listed in Find-A-Doc
at www.cdphp.com. To request a printed copy of the CDPHP provider directory, please call member services at 1-800-777-2273.

Pharmacy
If your coverage with CDPHP includes a prescription drug rider, your prescriptions must be written by a duly licensed health
care practitioner and filled at a network pharmacy. CDPHP participates with Caremark, a national network that includes virtually
all major chain stores and most independents.
What you pay for your prescription will depend upon the specific rider purchased by your group, whether the drug is a brand-name
or generic, and its formulary status. The formulary is a list of drugs that is developed by the CDPHP pharmacy and therapeutics
(P & T) committee, a group of community physicians and pharmacists. The P & T committee meets at least five times a year to
evaluate new drugs and drug classes for their safety, efficacy, and overall therapeutic and cost value.
The most common prescription benefit is the three-tier plan (e.g., $10/$25/$40). Drugs that are on Tier 1 of the formulary cost
the lowest copayment, Tier 2 is the middle copayment, and Tier 3 is the highest copayment. Excluded drugs are generally not
covered. A list of excluded drugs can be found in the forms section of www.cdphp.com under “Prescription Forms and Lists.”
With a generic-only plan, you have coverage for Tier 1 drugs. If your pharmacy benefit calls for a coinsurance, you will pay a percentage of the total drug cost.
Prescribing practitioners may request a medical exception from CDPHP on your behalf if a drug prescribed for you is excluded
from the formulary, requires prior authorization, or has not yet been reviewed by the CDPHP P&T committee. A determination
regarding the medical exception request will be forwarded to both you and your health care practitioner.
Please be aware that other prescribing limitations (such as quantity limits, dose optimization, and step therapy) may also apply, no
matter which prescription drug rider you have with CDPHP. Covered drugs, formulary status, any applicable quantity limitations,
prior authorization, step therapy, and dose optimization criteria are all subject to change. For further information about your drug
benefits, call Caremark directly at 1-888-292-6330. That line is open 24 hours a day.
Rx Corner at www.cdphp.com is also a good source of in-depth information. It provides details about the convenient mail order
service and includes a link to the Caremark website, where you can perform a national search for pharmacy locations and see
specific details about our formulary.

Dental Benefits
Your employer group may have purchased dental coverage that is administered by Delta Dental of New York. If so, you will receive
a separate dental ID card to use when going for routine preventive and restorative dental care. Please refer to that card for the
number to call with questions on your dental benefits. To find out if your dentist participates with Delta Dental, go to
www.deltadental.com. You are also encouraged to register at that site so you can track your dental claims and benefits.
Please note, treatment of accidental dental injuries will continue to be covered by your medical insurance. Use your CDPHP ID
card and visit a CDPHP-participating dental provider for such care. To locate a dentist in the CDPHP network, use Find-A-Doc
at www.cdphp.com.
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Technology Assessment
CDPHP systematically evaluates the inclusion of new technologies and the new applications of existing technologies as covered
services in a timely manner. Your insurance benefit provides coverage only for therapies that have been shown in the scientific
medical literature to be safe and effective. The CDPHP technology assessment process assures that coverage will be available
when evidence of safety and effectiveness exists.
CDPHP provides benefits for medical, behavioral health, surgical, or other treatments, devices, procedures, techniques, and pharmacological therapies after consideration of all of the following:
1.) has received approval from the FDA or other appropriate regulatory agency where required, 2.) improves health outcomes at
least as well as existing technologies, 3.) is not cosmetic and is required for reasons other than convenience, 4.) provides greater
benefit than currently available therapies; 5.) safety and effectiveness has been documented in scientific studies.
A review of current technology as well as care-specific reviews will be conducted by the CDPHP medical technology assessment
team or a CDPHP medical director using up-to-date information from sources including but not limited to evidence based medical
literature, board certified consultants, physician workgroups, professional societies, and government agencies.
Drugs that are new to the medical community are reviewed and discussed by the CDPHP pharmacy and therapeutics committee.

Hospitalization
Your CDPHP coverage provides you comprehensive hospitalization benefits for as long as medically necessary. Your PCP,
OB/GYN, or specialty care practitioner will determine if you need to be hospitalized.

Inpatient
All medically necessary inpatient services, except those services excluded as indicated in your membership certificate, are covered
when you are in the hospital. These services may be subject to a copayment. Personal convenience items are not covered. The
hospital will bill CDPHP directly.

Outpatient (Ambulatory Surgery)
Medically necessary ambulatory surgery is a covered benefit at a CDPHP participating provider, minus the applicable copayment.
Such surgery must be arranged and/or performed by your PCP, OB/GYN, or specialty care practitioner.

Behavioral Health Benefits
CDPHP members are entitled to behavioral health benefits. This includes both mental health and substance abuse/chemical
dependency services.
If you need information about your behavioral health care benefits or want to request a service, simply call 1-888-320-9584. This
toll-free number also appears on your member ID card.
You will be connected to an experienced behavioral health specialist who will ask you a few questions and advise you regarding the
types of services that are appropriate for you. The behavioral health specialist will give you all the information you need to schedule
a convenient appointment with a psychiatrist, counselor, or other behavioral health clinician.
The services you receive will be subject to any deductible, copayment or coinsurance, and preauthorization requirements indicated
by your membership certificate.

Worldwide Emergency Care
As a member of CDPHP, you have the security of knowing that in the event of a medical emergency you are covered at any time,
anywhere in the world. Services obtained for a medical emergency do not require prior approval or authorization by your PCP.
In order to avoid any confusion, it is essential that you understand your coverage for emergency health services.

Emergency Care
CDPHP defines a medical emergency as a medical or behavioral condition that manifests itself by symptoms of sufficient severity,
including severe pain, that a prudent layperson, possessing an average knowledge of medicine and health, could reasonably expect
the absence of immediate medical attention to result in:
CDPHP HMO Member Handbook

7

1. Placing the health of the person afflicted with such condition (or, with respect to a pregnant woman, the health of the woman
or her unborn child) in serious jeopardy, or in the case of a behavioral condition placing the health of such person or others in
serious jeopardy; or
2. Serious impairment to such person’s bodily functions;
3. Serious dysfunction of any bodily organ or part of such person; or
4. Serious disfigurement of such person.
You should go directly to the emergency room or call 911 or the appropriate emergency response number or an ambulance if the
situation is a medical emergency as defined above.
CDPHP does not cover visits to the emergency room for non-emergency services. If you use the hospital emergency room to
seek care for a condition that is not an emergency, you can expect the claim to be denied, and you will be responsible for payment.

Emergencies in the CDPHP Service Area
If you are unsure whether your condition is an emergency, contact your PCP for assistance and guidance before seeking emergency
medical care. Your PCP or a physician covering for your PCP is required to be on call 24 hours a day, including weekends and
holidays. However, if you believe you need immediate medical attention as outlined above, go to the nearest hospital emergency
room and present your CDPHP membership ID card or call 911 or the local emergency response access number.

Emergencies Outside the CDPHP Service Area
If you have a medical emergency outside of the CDPHP service area, simply go to the nearest hospital emergency room. CDPHP
will cover the hospital emergency room bill in full (minus your copayment), as long as the situation was a medical emergency as
defined above. If you are required to pay for services at the time of treatment, please request an itemized bill. Send the bill along
with your name and member ID number to the CDPHP member services department, 500 Patroon Creek Boulevard, Albany,
NY 12206-1057.
If you are not admitted to the hospital for further services or care, you will be responsible for the appropriate emergency room
copayment. If you are admitted within 24 hours, the emergency room copayment is waived and hospital charges will be covered
in full, subject to any inpatient copayment.
After receiving emergency medical care, it is a good idea to be sure your PCP is notified within 48 hours of receiving medical care
or as soon thereafter as is reasonably possible. This will help with the coordination of your care. All follow-up care must be
provided or directed by your PCP. Examples of emergency follow-up care are removal of stitches, cast removal, and X-rays.

Students Out-of-Area
Out-of-area benefits for covered students are subject to the terms and conditions of the member’s certificate of coverage. Here
are some points to remember:
•

If an emergency occurs, the student should simply dial 911 or go directly to the hospital. CDPHP will pay for the emergency
room visit (minus your copayment) as long as the situation was a medical emergency as defined above. We recommend that
the primary care physician (PCP) be alerted as soon as possible so that follow-up care can be arranged.

•

If the situation is urgent but not an emergency—such as a sore throat, sprain, or infection—the student should contact the
CDPHP resource coordination department at 1-800-274-2332 for prior authorization of coverage before seeking care. Our HMO
plan does not cover non-emergency services delivered outside the CDPHP network, unless they are previously authorized.

•

Checkups, immunizations, and other routine care must be scheduled for a time when the student is at home and can visit his
or her CDPHP PCP for this care. This type of preventive care is not covered out of the service area.

Dependent Coverage
To be eligible to enroll as a family dependent, an individual must be the spouse and/or dependent of the subscriber. Dependents
include:
•

A natural child under the age of 26. There is no requirement that the child be financially dependent upon you, living in your
household, enrolled as a full-time student, or unmarried. Coverage lasts until the end of the month in which the child turns
26 years of age.
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•

A legally adopted child; a stepchild dependent upon you; a child for whom you are the proposed adoptive parent and who is
dependent upon you during the waiting period prior to the adoption period. Coverage lasts until the end of the month in
which the child turns 26 years of age.

•

A child chiefly dependent upon you for support and for whom you have been appointed the legal guardian by court order, if
unmarried. Coverage lasts until the end of the month in which the child turns 26 years of age.

•

Any unmarried dependent child, regardless of age, who is incapable of self- sustaining employment because of mental retardation,
mental illness, or developmental disability as defined in the New York Mental Hygiene Law, or because of physical handicap.
The condition must have occurred before the child reached the age at which he or she would otherwise have been terminated.
The child’s disability must be certified by a physician. You must file an application requesting that the child remain on your
family plan. We have the right to check whether a child is and continues to qualify. Note: Children-in-law (spouses of children)
and grandchildren are not covered.

Coverage is sometimes extended to age 29 through a rider. Please check your membership certificate and your riders to verify the
details of this coverage.
Any addition or deletion on your original dependent application must be made in writing to CDPHP by using an Application/
Change Form indicating a change of status. This must be received by CDPHP within 30 days from the date of marriage, divorce,
birth, adoption, etc., in order for coverage to be extended or terminated for dependents. These changes should be submitted
through your employer.

Member Rights and Responsibilities
CDPHP believes that members should have rights and responsibilities with respect to their health care. The following Member
Rights and Responsibilities have been included in this handbook to help you become familiar with your rights and responsibilities
as a member of CDPHP:

Member Rights
1. You have the right to receive information about CDPHP, its services, practitioners and providers, and members’ rights and
responsibilities.
2. You have a right to be treated with respect and recognition of your dignity and right to privacy.
3. You have a right to participate with practitioners in making decisions about your health care.
4. You have a right to a candid discussion of appropriate or medically necessary treatment options for your condition(s), regardless
of cost or benefit coverage.
5. You have a right to obtain from a practitioner complete, current information concerning your diagnosis, treatment, and prognosis,
in terms you can reasonably be expected to understand. If appropriate, this information should be made available to another
person acting on your behalf.
6. You have the right to receive from a practitioner the information you need to give informed consent prior to the start of any
procedure or treatment.
7. You have the right to refuse treatment to the extent permitted by law and to be informed of the medical consequences of that action.
8. You have the right to formulate advance directives (such as naming a health care proxy form and living will) about yout care.
9. You have a right to voice complaints, grievances, or appeals about CDPHP or the services it provides.
10. You have a right to make recommendations regarding the CDPHP member rights and responsibilities policies.

Member Responsibilities
1. You have a responsibility to supply information (to the extent possible) that CDPHP and its practitioners and providers need
in order to provide care.
2. You have a responsibility to follow plans and instructions for care that you have agreed on with your practitioners.
3. You have a responsibility to understand your health problems and participate in developing mutually agreed-upon treatment
goals to the degree possible.
In addition to these listed rights and responsibilities, members are invited to participate in the development of policies for the
Plan. If you have a suggestion, idea, or comment please forward it to our Member Mailbox, CDPHP Member Services Department,
500 Patroon Creek Boulevard, Albany, NY 12206-1057.
CDPHP HMO Member Handbook
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Resolving Differences
We hope our health plan serves you well. If you have a problem, talk with your doctor, or call or write member services. Most
problems can be solved right away. Problems that are not solved right away over the phone, and any complaints or grievances that
come in the mail, will be handled according to our complaint and grievance procedures described below.
CDPHP will not retaliate against you for bringing concerns to our attention. We will abide by the CDPHP membership certificate
in any dispute over your benefits or rights as a CDPHP member.

How to File a Complaint
If you do not like some part of your CDPHP coverage that does not involve a decision we have made, you may file a complaint
by calling or writing to us. You can ask a designee (such as a lawyer, family member, or trusted friend) to file the complaint or
grievance for you.
1. You can file a verbal complaint: To file a complaint by phone, call the member services department at (518) 641-3700 or
1-800-777-2273 Monday–Friday from 8 a.m. to 8 p.m. If we need more information to make a decision, we will tell you.
2. You can file a written complaint
•

by writing us a letter, or

•

by asking us for a complaint form to fill out. To get a complaint form, call us at (518) 641-3700 or 1-800-777-2273.

•

Mail your complaint (form or letter) to: CDPHP Quality Enhancement Department 500 Patroon Creek Boulevard
Albany, NY 12206-1057

What Happens Next?
Within 15 work days after we get your complaint we will send you a letter to let you know we are working on it. This letter will
include the name, address and telephone number of the individual who will answer your complaint. Qualified personnel will review
your complaint, or if it’s a medical matter, a licensed, certified, or registered health care professional will look into it.
We also will request any other information we need from you or your provider to decide your complaint. If we only get part of
that information, we will ask for the missing information, in writing, within five work days of getting the partial information.
We will give you or your designee a written decision on your complaint within 30 work days after we get your complaint, or within
30 days after we get all needed information, whichever is first. If we do not have all the information we need to decide your case
by the 30th work day, we will send you a letter telling you why. We will then make a decision based on the information we have,
and inform you of the decision within the next 15 work days.
If a delay would significantly increase the risk to your health, we will decide your case and tell you our decision by telephone
within 48 hours after we get all needed information, or 72 hours after we get your complaint, whichever is first. We will send you
written notice of our decision in three work days.
All written decisions also tell you how to appeal if you wish, and include any forms you need.

Claim (Non-Utilization Review) Determinations
You or your designee may file a claim for benefits, either verbally or in writing, by calling or writing to us. This section does not apply
to utilization review determinations. For utilization review determinations, see the section titled “Utilization Review Decisions.”
•

Pre-service claims are requests for care which has not yet been provided to you and needs CDPHP’s prior approval. We will
decide pre-service claim requests within 15 days after we get the request for coverage of services. If we do not have all the
needed information to decide by then, we may take up to 15 more days to decide your case. We will send you a letter by the
end of the first 15-day period, telling you why we cannot make a decision. You will be given 45 days from the time we tell you
why we cannot make a decision to send us the needed information.

•

We will let you know ahead of time of any decision to reduce or end our coverage for ongoing care previously approved by us.
We will give you enough time to appeal our decision and get a determination before coverage for the benefit is reduced or ended.

•

An urgent (fast) decision can be made in cases where a delay could seriously endanger your life, health, or ability to regain the
most function. (We use the “prudent layperson standard” to decide if you meet these criteria.) We will also make a fast decision
if your doctor believes you would suffer severe pain without the requested care or treatment. Urgent care claims decisions are
made as soon as possible, taking your medical needs into account, but no later than 72 hours after we receive your request.
We will tell you of the decision by telephone with written or electronic notice to follow within three days.
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•

If you ask to extend a course of treatment for urgent care beyond a previously approved period of time or number of treatments,
a decision will be made as soon as possible, taking into account your medical needs. You will be told of our decision within 24
hours after we get your request, if your request is made at least 24 hours before your course of treatment is scheduled to end.

•

If your claim involves care that has already been provided (post-service claims), we will decide within 30 days from when we
receive your request. If we do not have all the information we need by the 30th day, we may take up to 15 more days to decide
your case. We will tell you before the end of the first 30-day period what other information we need and the date by which
we expect to decide. We will give you 45 days from the time you get our request to provide the information to us.

All adverse benefit determinations will tell you the specific reasons for our decision, including medical reasons, if any,
and how to file a grievance.

How to File a Grievance
If you do not like a decision CDPHP has made, other than a medical necessity decision, you or your designee may file a grievance
by calling or writing to us. This section does not apply to utilization review appeals. See the separate section titled “Utilization
Review Appeals.”
You have 180 days after we tell you of our decision to file a grievance.
To file a grievance by phone, call member services at (518) 641-3700 or 1-800-777-2273 Monday–Friday from 8 a.m. to 8 p.m. If we
need more information to make a decision, we will tell you.
You can file a written grievance
•

by writing us a letter, or

•

by asking us for a grievance form to fill out. To get a grievance form, call us at (518) 641-3700 or 1-800-777-2273.

•

Mail your grievance (form or letter) to: CDPHP Appeals Department 500 Patroon Creek Boulevard Albany, NY 12206-1057

What Happens Next?
After we get your grievance, we will send you a letter within 15 work days. We will tell you the name, address, and telephone number
of the person who is working on your grievance. We also will request any other information we need from you or your practitioner/
provider to make a grievance determination. If we only get part of that information, we will ask for the missing information, in
writing, within five workdays of getting the partial information.
If your case is a medical matter, a clinical peer reviewer who did not make the first decision will look at it. If your case is not
medical, a qualified person who is at a higher level than the person who made the first decision will look at it.
If your grievance involves pre-service claims (request for care not yet given) we will decide it within 15 days after we get it.
If your grievance involves urgent care claims, and a fast decision is needed, we will decide it as soon as possible, taking your medical
needs into account, but no later than 48 hours after we get your grievance. We will tell you of our decision with written or electronic
notice to follow within three days.
If your grievance involves post-service claims (care given in the past) we will decide it within 30 days from when we get your grievance.
All decisions will tell you the specific reasons for the decision, any medical reasons for the decision, and how to appeal
the decision.

Appeals
If you are not satisfied with how we decide your complaint or grievance, you have 60 work days after hearing from us to file an
appeal. You can do this yourself or ask a designee to file the appeal for you. The appeal may be in writing or by phone. You can
call, write a letter, or use the CDPHP appeal form.
Send your appeal letter or form to: CDPHP Appeals Department, 500 Patroon Creek Boulevard, Albany, NY 12206-1057 or call
member services at (518) 641-3700 or 1-800-777-2273 for help.
We will send you a letter within 15 working days. The letter will tell you the name, address, and telephone number of the person
who is working on your appeal. It will also tell you if we need more information. If we only get part of that information, we will
ask for the missing information in writing within five workdays of getting the partial information.
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Your appeal will be decided by:
•

Qualified health care professionals, at least one of whom is a clinical peer reviewer who did not work on your original complaint
or grievance, if your appeal involves a medical matter; or

•

If your appeal is not about medical matters, people who work at a higher level than those who decided your original complaint
or grievance.

When a delay would risk your health, we will let you know our decision within 48 hours after we get the information we need, or within
72 hours after we get your appeal, whichever is first. We will send you written notice of our decision within three working days.
For all other appeals, CDPHP will decide within 15 days of getting an appeal for pre-service claims and within 30 days of getting
post-service claims. All decisions will tell you the specific reasons for the decision, any medical reasons for the decision,
and how to appeal the decision.

Utilization Management Decisions
CDPHP has a utilization review (UM) team made up of doctors, nurses, and pharmacists. Qualified health care professionals
make all UM decisions. If you disagree with a UM decision, our resource coordination department (1-800-274-2332) may be able
to help. You, a designee, or your doctor may question any utilization review decision.

Prior Approvals and Prospective Review
You or your doctor must contact the CDPHP resource coordination department to get prior approval for certain covered
treatments.
For pre-service claims, decisions are made in three work days after we get the needed information, or 15 days after we receive a
request for services, whichever comes first. If we do not have all the information we need by the 15th day, we may take up to 15
more days to decide your case. We will tell you before the end of the first 15-day period what other information we need and the
date by which we expect to decide. We will give you 45 days from the time you receive our request to provide the information to
us. We will let you or your designee, and your doctor know our decision by telephone and in writing.

Concurrent Review
If you have been getting care or treatment that should be continued, or if more services are needed, we will review the
request and make our decision within one work day after we get the information we need, or 15 days after your first request,
whichever is first. We will make our decisions involving home health care services following an inpatient admission within one
business day of receiving all necessary information (or within 72 hours if the day after the request falls on a weekend or legal holiday).
Appeals of home health care following an inpatient hospital admission will be handled on an expedited basis. We will let you or
your designee and your doctor know our decision by telephone and in writing. We will let you know of any decision to reduce or
end our coverage for ongoing care approved by us earlier. We will give you enough time to appeal our decision and get a decision
before coverage for the benefit is reduced or ended.

Urgent Review
An urgent (fast) decision can be made in some prior approval, prospective review, and concurrent review cases. We will make a fast
decision when waiting for the above time frames could seriously endanger your life, health, or ability to regain the most function.
We use a “prudent layperson standard” to decide if you meet these criteria. We will also make a fast decision if your doctor believes
you would suffer severe pain without the requested care or treatment. Urgent decisions are not available for retrospective reviews.
With respect to prospective urgent claims, if we have all information necessary to make a determination, we will make a determination
and provide notice to you (or your designee) and your provider, by telephone and in writing, within 24 hours of receipt of the request.
If we need additional information, we will request it within 24 hours. You or your provider will then have 48 hours to submit the
information. We will make a determination and provide notice to you and your provider by telephone and in writing within 48 hours
of the earlier of our receipt of the information or the end of the 48-hour time period.
Your Right to an Immediate External Appeal. If we fail to adhere to the utilization review requirements described in this handbook, you will be deemed to have exhausted the internal claims and appeals process and may initiate an external appeal as described
in this handbook.

Reconsideration of Reviews
If we make a decision without speaking to your doctor, your doctor may ask to speak to CDPHP’s medical director. This option
does not apply to a retrospective review. The medical director will talk to your doctor and make a decision within one work day.
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CDPHP can legally reverse its decision to cover a preauthorized service based on new information being made available after the
original decision was made. This could occur, for example, if we find out that information was withheld or falsified during the
time of our utilization review. If a different decision would have been made at the time of our review if we had had the information,
we reserve the right to change our decision. The new determination will be made using the same standards and procedures we
used during the first utilization review.

Retrospective Review
If we are checking on care that has been given in the past, we will decide within 30 days from when we receive your request. If
we do not have all the information we need by the 30th day, we may take up to 15 more days to decide your case. We will tell you
before the end of the first 30-day period what other information we need and the date by which we expect to decide. We will give
you 45 days from the time you get our request to provide the information to us.

Notice of Appeal Rights
All notices of decisions from CDPHP are in writing and include detailed reasons for the decision, including the medical
rationale and the section of your contract upon which the decision was based.
Your options for asking for an appeal from us or the State will be explained. If you request, you may also receive, free of charge,
reasonable access to or copies of all documents about your case.
If CDPHP fails to make a utilization review decision within the above time frames, this can be considered the same thing as a
denial, which would then be subject to appeal.

Utilization Review Appeals
You or your designee can appeal a utilization review (UR) decision. Just call member services at (518) 641-3700 or 1-800-777-2273
to appeal any CDPHP utilization review decision. In the case of past care reviews, your doctor can also make the appeal. There
are two kinds of UR appeals: fast track and standard.
Use the fast track UR appeals process when:
•

you need an OK to continue current health care, or

•

you need more services added to those you are getting, or

•

your doctor thinks our plan should look at the request again right away, or

•

a delay could seriously put your life, health, or ability to regain the most function in danger (based on the “prudent layperson
standard”), or, your doctor believes you would suffer severe pain without the requested care or treatment.

We will decide fast track UR appeals within two work days after we get the information we need, or within 72 hours after we get
your appeal, whichever is first. If we need more information to decide your case, we will immediately tell you and your provider
by telephone and in writing of what we need. A clinical peer reviewer will be available to talk with you or your designee within
one work day after we get notice of the UR appeal. The decision on your appeal will not be made by the same reviewer who
decided it the first time.
We will follow up with written notice to you within 24 hours after our decision. The notice will tell you the specific reasons for
our decision, including the medical reason, and all options for appeal. If we deny your fast track UR appeal, you can request a
standard UR appeal or an external appeal.
In all other cases (non-fast track), if you, your designee, or your doctor do not agree with what we decided, you may appeal using
the standard UR appeals process.
•

You must file a standard UR appeal (by phone or in writing) within 180 days of getting notice of our decision (which will tell
you how to appeal).

•

Within 15 work days, we will send you a letter telling you the name, address, and telephone number of the person who is
working on your appeal.

•

The decision on your appeal will not be made by the same reviewer who decided the first time.

•

If we need any additional information to decide your UR appeal, we will send you or your provider a letter within 15 days
after we get your UR appeal. If we only get part of that information, we will ask for the missing information in writing within
five workdays of getting the partial information.

•

We will decide your UR appeal and let you know within 30 days.
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•

If we deny your UR appeal, we will tell you why in writing within two business days of making our decision. This notice,
which is called a final adverse determination, will tell you the reasons for our decision, including the clinical rationale. We will
also tell you how you can further appeal with us or New York State and what the timeframes are for filing further appeals. If you
or your designee elects to pursue an external appeal with the state, you will give up your right to complete the rest of CDPHP’s
grievance process (hearing and Board of Directors review).

•

If we do not make a fast track or standard decision within the above time frames, we must allow you to get the service you or
your doctor asked for.

In some cases, you can ask to skip the UR appeal step and go directly to an external appeal. If we agree to an external appeal, we
will send you a letter within 24 hours. See the following section.

External Appeals
You may ask for an external appeal if one of the three conditions below is met:
1.

The requested health care service does not meet CDPHP requirements for medical necessity, appropriateness, health care
setting, level of care, or effectiveness of a covered benefit; or

2.

the service is experimental and/or investigational (includes clinical trials and rare disease treatments); or

3.

a request for an out-of-network service was denied on the basis that an alternate in-network service was available and your
provider certifies that the requested service is materially different from, and likely to be more beneficial than, the in-network
service, and the adverse risk of the requested service would likely not be substantially increased over the in-network service.

To be eligible to file an external appeal:
•

You must have received a final adverse determination as a result of the plan’s first level UR standard or expedited appeal
process; or

•

CDPHP and you have jointly agreed to waive the internal process; or

•

You have filed both an expedited appeal request with CDPHP and an expedited external appeal at the same time; or

•

CDPHP did not comply with the internal appeal requirements for your appeal.

With respect to #2 above, the following must also be true:
•

Your doctor tells us that you have a life-threatening or disabling condition or disease (a) for which standard health services or
procedures have been ineffective or would be medically inappropriate or (b) for which there does not exist a more beneficial
standard health service or procedure covered by CDPHP or (c) for which there exists a clinical trial or rare disease treatment.

•

A “life-threatening condition or disease” is one that your doctor believes has a high probability of death. A “disabling
condition or disease” is a health issue that can be expected to result in death, last for a year or more, or keep you from
working and/or doing any age-appropriate substantial, gainful activities.

•

Your doctor has
(1) recommended a service or pharmaceutical product (as described in New York Public Health Law §4900(5)(b)(B))
that is more likely to help you than any covered care. He or she must base the request on two acceptable documents
from available medical and scientific evidence. Only certain documents will be considered. Your doctor should contact
the New York State Department of Financial Services to find out more; or
(2) in the case of a rare disease, provided a certification required by New York Insurance Law §4900 (7-g) that the requested
health care service or procedure is likely to benefit you in the treatment of your rare disease and that the benefit to
you outweighs the risk of the service or procedure; or
(3) recommended a clinical trial for which you are eligible (only certain clinical trials are covered.)
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•

“Rare disease” means a condition or disease that is or has been the subject of a research study by the National Institutes
of Health Rare Diseases Clinical Research Network; or affects fewer than 200,000 United States residents per year; and
for which there does not exist a standard health service or procedure covered by CDPHP that is more clinically beneficial
than the requested health service or treatment.

•

Your doctor must be licensed and board-certified or board-eligible in the specialty needed for your condition.

•

The care your doctor recommends would be covered under your contract if we had not decided it was experimental or
investigational.
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With respect to #3 above, the following must also be true:
Your doctor has:
1.

Certified that the out-of-network health service is materially different than the alternate recommended in-network service, and

2.

Recommended a health care service that, based on two acceptable documents from the available medical and scientific
evidence, is likely to be more clinically beneficial than the alternate recommended in-network treatment and the adverse risk
of the requested service would likely not be substantially increased over the alternate recommended in-network health service.
•

Your doctor must be licensed and board-certified or board-eligible in the specialty needed for your condition.

If you wish, and your case fulfills the above criteria, you and CDPHP may agree in writing to waive the UR appeal step and go
directly to an external appeal.
All external appeals will be conducted by agents certified by the Commissioner of the New York State Department of Health.
These agents are randomly assigned to conduct external appeals. All external appeals are conducted by clinical peer reviewers.
You or your designee have four months after getting an adverse UR appeal decision from CDPHP to ask for external appeal. Your
designee may file for it on your behalf. You or your designee must sign the request for an external appeal and consent to the release
of medical and treatment records in order for you to be eligible for an external appeal. Or, if it is a situation where the care has
already been delivered, your doctor may file for the external appeal.
External appeal requests must be in writing on a standard New York State Department of Financial Services (NYS DFS) form.
CDPHP will give you a copy of this form with our UR appeal decision or our written waiver of that step. Or, you can ask for a
form by calling CDPHP at 1-800-777-2273 or NYS DFS at 1-800-400-8882. It is also available online at www.dfs.ny.gov.
You, your designee, or your doctor will be required to submit relevant medical information concerning your appeal. If these documents contain new information that is different from the facts CDPHP used to make its UR appeal decision, CDPHP may take
up to three work days to consider the new facts and review its decision.

Standard Appeal
The external appeal agent will decide your appeal within 30 days of getting it. During that time, he or she may request information
from you, your designee, your doctor, and CDPHP. If the agent asks for more information, he or she may take up to five extra
work days to decide your case. The agent will notify you and CDPHP, in writing, of the decision within two work days after the
decision is made.

Expedited Appeal
You may request an expedited external appeal:
•

If your attending physician states that a delay in providing the health care service would pose an imminent or serious
threat to your health; or

•

The denial concerns an admission, availability of care, continued stay, or health care service for which you received emergency services and remain hospitalized.

The expedited external appeal shall be completed within no more than 72 hours of the request and the external appeal agent shall
make every reasonable attempt to immediately notify you and CDPHP of its determination by telephone or facsimile, followed
immediately by written notification of such determination.
The decision of the external appeal agent is binding on you and the plan.
Per Public Health Law Section 4917, if the external appeal goes in your favor, CDPHP will cover the care in question, subject to the
terms of your contract. If the agent agrees that you should be allowed to enter a clinical trial, CDPHP will only cover the costs of your
treatment within the trial. CDPHP will not cover investigational drugs or devices that are part of the clinical trial. We also will
not cover costs of the clinical trial that would not be covered under your contract, such as for research or non-health-related items.
It is the MEMBER’S RESPONSIBILITY to initiate the external appeal process. You can file an external appeal by sending
a completed form to NYS DFS. If you already received the service in question or are currently receiving treatment, your doctor
may file an external appeal for you, but you would need to agree to this in writing.
If the external appeal agent overturns an appeal for concurrent services that was filed by your doctor on your behalf, your doctor
is prohibited from seeking payment from you, other than the copayment, coinsurance, or deductible (if any) that you would be
subject to if the care were approved.
CDPHP HMO Member Handbook

15

Under New York State law, a completed request for appeal must be filed within four months of either the date upon which
you get written notification from us that we have upheld a denial of coverage or the date upon which you get a written
waiver of the utilization review appeal step. We have no authority to grant an extension of this deadline.

CDPHP Grievance Committee Hearing
If you do not agree with the decision made through our appeal processes, you or your designee may ask for a hearing before the
CDPHP grievance committee. This option is not available if you have an external review. You must ask us for a hearing (verbal
or written) within 60 work days after we tell you of our appeal decision.
The grievance committee is made up of individuals not previously involved in any of our prior decisions in your case.
We will send you a letter within 15 work days after we get your request for a hearing. The letter will include the name, address,
and telephone number of the person who will answer the hearing request, as well as any additional information needed.
A hearing will be held within 45 days after you make your request. The hearing will be led by the chairperson of the CDPHP grievance
committee or his or her designee, and will be recorded by a court stenographer. You can appear before the grievance committee,
or participate by telephone or other appropriate technology. You may also choose a person to represent you at the hearing.
The CDPHP grievance committee will send you or your representative a letter with its decision within five work days after the
hearing. The letter will include the grievance committee’s decision and how you can appeal if you don’t agree with the decision.
If we have not received enough information to make a determination, we will send you a written statement to that effect.
If a delay would considerably increase the risk to your health, we will make sure that the hearing is held and you get the decision
within 48 hours after we get all the needed information, or 72 hours after you asked for a hearing, whichever is first, with a letter
sent to you within three work days after the decision.

Board of Directors
If you do not agree with the decision made by the CDPHP grievance committee, you can ask that the CDPHP board of directors
review the decision. You must ask in writing within 30 days of when you get the CDPHP grievance committee decision. After we get
your letter, the board of directors will review your request at its next regularly scheduled meeting. The CDPHP board of directors
will only consider the full record of the CDPHP grievance committee hearing. The board of directors will provide you or your
designee a written decision within 30 days of its meeting.

Complaints to New York State
If you are unable to resolve a problem with CDPHP, you may also file a complaint anytime by contacting:
New York State Department of Health
Division of Managed Care
Bureau of Managed Care Certification & Surveillance
Empire State Plaza
Corning Tower, Room 1911
Albany, NY 12237
Complaint Hotline: 1-800-206-8125
or
New York State Department of Financial Services
1 Commerce Plaza
Albany, NY 12257
1-800-342-3736
www.dfs.ny.gov

Continuity of Care
Since CDPHP contracts with community practitioners and providers, the continued participation of any practitioner or provider
cannot be guaranteed.
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Practitioner or Provider Leaving CDPHP Network
If you are currently receiving care from a practitioner or provider who is leaving the CDPHP network, you may continue an ongoing
course of treatment with that practitioner or provider during a transitional period. The transitional period shall continue for up
to 90 days from the date the practitioner or provider leaves our network. If you have entered the second trimester of pregnancy
at the time the practitioner or provider leaves the CDPHP network, the transitional period includes the provision of post-partum
care directly related to the delivery.
NOTE: The transitional care will be authorized by CDPHP only if the practitioner or provider agrees to accept reimbursement at the rates
applicable prior to the transition period as full payment, adheres to the Plan’s quality assurance requirements, provides the Plan with medical
information related to the care, and adheres to the Plan’s policies and procedures. Transitional care is not authorized if your practitioner or
provider has left the CDPHP network for reasons involving imminent harm to patient care, a determination of fraud, or a final disciplinary action
by a state licensing board or other governmental agency that impairs the practitioner’s or provider’s ability to practice. In addition, transitional
coverage is for those services as stated in the membership certificate and subject to the described limitations.

New Members
New members may continue an ongoing course of treatment with a current non-participating practitioner or provider for a transitional
period. This transitional care is covered if the member has a life-threatening or a degenerative and disabling disease or condition
for a transitional period of up to 60 days from the effective date of enrollment. If the member has entered the second trimester of
pregnancy at the effective date of enrollment, the transitional period shall include post-partum care directly related to the delivery.
NOTE: This transitional care will be authorized by CDPHP only if the non-participating practitioner or provider agrees to accept the Plan’s
established rates as full payment, adheres to the Plan’s quality assurance requirements, provides the Plan with medical information related to
the care, and adheres to the Plan’s policies and procedures. In addition, transitional coverage is only available for those services as stated in the
membership certificate, subject to the described limitations.

Coordination of Benefits
Coordination of benefits (COB) is a process whereby two or more insurance plans determine which plan is responsible for payment
of health care services provided when a member is eligible for benefits under more than one insurance plan. Greater detail on
how COB affects your coverage can be found in your membership certificate.

Continuation of Benefits/Conversion Privilege
Your CDPHP coverage is provided by your employer or through a group. When your CDPHP coverage ends, there are several
options you can take advantage of to continue coverage. Please refer to your member certificate or contact member services for
detailed information.

Termination of Coverage
Please read the termination of coverage section in your membership certificate. CDPHP will not pay for any health services after the
termination of your coverage, except in the case of an extension or continuation of coverage or upon conversion to direct pay coverage.
If you need a certificate of creditable coverage from CDPHP, you may request one by contacting member services. You have up to
24 months after your coverage has ended to request this documentation.

Additional Information Available Upon Request
The following information about CDPHP is available upon request by calling the member services department at (518) 641-3700 or
1-800-777-2273 or writing to the member services department at CDPHP, 500 Patroon Creek Boulevard, Albany, NY 12206-1057:
1. A list of the names, business addresses, and official positions of the membership of the board of directors and officers of CDPHP.
2. A copy of CDPHP’s most recent annual certified financial statement including a balance sheet and summary of receipt and
disbursements prepared by a certified public accountant.
3. A copy of the most recent individual subscriber contracts.
4. Information relating to consumer complaints compiled pursuant to Section 210 of the New York State Insurance Law.
5. Procedures for protecting the confidentiality of medical records and other member information.
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6. A written description of the organizational arrangements and ongoing procedures of the CDPHP quality assurance program
as well as a report on CDPHP’s progress in meeting its goals.
7. A description of CDPHP procedures for making decisions about the experimental or investigational nature of individual drugs,
medical devices, or treatments in clinical trials.
8. Individual health practitioner affiliations with participating hospitals.
9. Specific clinical review criteria relating to a particular condition or disease and, where appropriate, other clinical information
which CDPHP might consider in its utilization review. CDPHP may include with the information a description of how it will
be used in the utilization review process; provided, however, that to the extent such information is proprietary to CDPHP, the
member or prospective member shall only use the information for the purposes of assisting the member or prospective member
in evaluating the covered services provided by CDPHP.
10. Written application procedures and minimum qualification requirements for health care providers and practitioners to be considered
by CDPHP.
11. Other information as required by the Superintendent of the New York State Department of Financial Services, provided that
such requirements are promulgated in accordance with the State Administrative Procedure Act.
In addition, members or prospective members have the right to inspect the following:
1. Drug formularies used by CDPHP. CDPHP shall also disclose whether individual drugs are included or excluded from coverage
to a member or prospective member who requests this information.
If you have any questions about the information contained in this handbook, please contact our member services department at (518) 641-3700
or 1-800-777-2273.
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