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This brochure describes the Student Health Insurance Plans offered by Denison University.
All full-time students are enrolled in an Accident-Only Plan (Plan 1) at no cost to the student. Plan 
1–Accident Only Insurance, provides a maximum benefit of $2,000 per covered injury for eligible 
expenses. Plan 1 Insurance may be used in conjunction with other plans and with the Intercollegiate 
Athletic Benefit described in this brochure.
Denison also offers a comprehensive health insurance plan. Plan 2–Health Insurance Plan is 
compliant with the Affordable Care Act. All full-time students must have medical health insurance 
coverage. Plan 2 is required for all full-time students who are not covered under their family’s health/
hospitalization plan or an individual health plan. Plan 2 includes coverage when studying or traveling 
away from campus without concern for “in network” providers. Students covered by other insurance 
are strongly encouraged to examine coverage and limitations of their plan.

ELIGIBILITY AND COST
All full-time students enrolled at Denison University are eligible for and included in the Plan 2 Student 
Health Insurance Plan, unless coverage has been specifically waived by completing the online waiver 
at studentplanscenter.com . Click on the Link “College Student Insurance” then click on the drop down 
box and click on “Denison University Health.” If the student does not complete the waiver, it is assumed 
they accept the plan and they will be automatically enrolled in the insurance plan. If a waiver is com-
pleted, a confirmation number will be given to you. Print this confirmation and keep for your records. 
This is the only documentation that the waiver form was submitted. The option to waive coverage will 
not be available after August 23, 2019. The cost for the Plan 2 coverage is $1,360 for a full year, which 
includes the cost of managing the plan. Coverage for both plans, 1 & 2, begins August 10, 2019 and 
continues to August 10, 2020, 24-hours a day, at home or while traveling, including all school-year 
vacations. Qualifying claims under Plan 2 will be considered while participating in all University spon-
sored activities including sports played in the intramural programs of Denison University. If you leave 
Denison University for any reason (except for full-time active duty in the armed forces under Plan 2) 
no refund of premium will be made. However, your coverage remains in force and continues during 
the period for which premium has been paid.

GENERAL INFORMATION
The Accident-Only Insurance Plan and the Health Insurance Plans are underwritten by National 
Guardian Life Insurance Company. The Local Representative is USI Insurance Services, 825 NE 
Multnomah St., Ste 1500, Portland, OR 97232. All claims are paid by the Claims Administrator, 
National Guardian Life Insurance Company, Student Insurance Division, Commercial Travelers 
Building, 70 Genesee Street, Utica, NY 13502.
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PLAN 1—ACCIDENT-ONLY BENEFITS
Benefit Period: Policy Term
Provided under Policy No. 2019U2A22
Maximum Medical Benefit: $2,000
Coverage: If the Insured Person incurs eligible expense as the result of a covered Injury, we 
will pay the Reasonable and Customary Charges, Fees or Expenses incurred within the Benefit 
Period, beginning on the date of accident. Payment will be made for eligible expenses, not to 
exceed the Maximum Medical Benefit. The first such expense must be incurred within 90 days 
after the date of Accident. 
Scope of Coverage: Coverage is provided for activities within a school building or on the school 
grounds including intercollegiate, club and intramural sports during regular school hours on a 
regular school day; away from school premises while participating in an activity solely sponsored 
and supervised by the school authorities, during the regular school term; or away from school 
premises while coverage is in force.
Reasonable and Customary Char ges, Fees or Expenses means the most common charge for 
similar professional services, drugs, procedures, devices, supplies or treatment within the area 
in which the charge is incurred, so long as those charges are reasonable. The most common 
charge means the lesser of: a) the actual amount charged by the provider; b) the negotiated rate; 
or c) the charge which would have been made by the provider (Doctor, Hospital, etc) for a com-
parable service or supply made by other providers in the same Geographic Area as reasonably 
determined by us for the same service or supply.

PLAN 1—EXCLUSIONS
The Policy does not provide benefits for: 1. Treatment, services or supplies which: a) Are not 
Medically Necessary; b) Are not prescribed by a Doctor as necessary to treat an Injury; c) Are 
determined to be Experimental/Investigational in nature; d) Are received without charge or legal 
obligation to pay; e) Are received from persons employed or retained by the School or any Family 
Member, unless otherwise specified; or f) Are not specifically listed as Covered Charges in the 
Policy. 2. Intentionally self-inflicted Injury. 3. Injury received while violating or attempting to violate 
any duly enacted law. 4. Injury by acts of war, whether declared or not. 5. Injury received while 
traveling or flying by air, except as a fare-paying passenger on a regularly scheduled commer-
cial airline. 6. Injury covered by Worker’s Compensation or the Occupational Disease Law or 
mandatory no-fault automobile insurance. 7. Treatment of illness, disease or infections, except 
pyogenic infections or bacterial infections which result from the accidental ingestion of contami-
nated substances. 8. Treatment of Mental or Nervous Disorders whether or not caused by Injury. 
9. Injury contributed to by the use of alcohol or drugs not prescribed by a Doctor. 10. Any penalty 
imposed by Other Valid and Collectible Insurance or Plan for failure to follow plan procedures.

INTERCOLLEGIATE ATHLETIC BENEFITS
Denison University provides a separate intercollegiate athletic medical insurance for students 
participating in an intercollegiate sport. This plan provides a maximum benefit of $90,000 per 
accident for usual and customary expenses incurred within 104 weeks from the date of acci-
dent. The first such expense must be incurred within 60 days after the date of Accident. This 
insurance is in excess of a $2,000 deductible and carries with it a $5,000 accidental death 
benefit. Plan 1–Accident Only Insurance protects the student for the first $2,000 of eligible 
expenses incurred for a covered accident while playing or practicing in an intercollegiate sport.

PLAN 2—STUDENT HEALTH INSURANCE SCHEDULE OF BENEFITS
Metal Level: Platinum Plan Actuarial Value: 92.15% Next Lower Metal Level: Gold
The Schedule of Benefits is a summary of the Deductibles, Coinsurance, Copayments, maxi-
mums and other limits that apply when an Insured Person receives Covered Services from a 
Provider. Please refer to the “Covered Services” section of the Certificate for a more complete 
explanation of the specific services covered by the Plan. All Covered Services are subject to the 
conditions, exclusions, limitations, terms and provisions of the Certificate including any endorse-
ments, amendments, or riders.
This Schedule of Benefits lists the Insured Person’s responsibility for Covered Services. Benefits 
for Covered Services are based on the Maximum Allowable Amount, which is the maximum 
amount the Plan will pay for a given service. Copayment and Coinsurance are calculated based 
upon the Maximum Allowable Amount, not the Provider’s charge.
Under certain circumstances, if We pay the Provider amounts that are an Insured Person’s 
responsibility, such as Deductibles, Copayments or Coinsurance, We may collect such amounts 
directly from an Insured Person. You agree that We have the right to collect such amounts from 
an Insured Person.
Essential Health Benefits provided within the Certificate are not subject to lifetime or annual 
dollar maximums. Certain non-essential health benefits, however, may be subject to either a 
lifetime and/or annual dollar maximum.
Essential Health Benefits are defined by federal law and refer to benefits in at least the following 
categories:
• Ambulatory patient services,
• Emergency services,
• Hospitalization,
• Maternity and newborn care,
• Mental health and substance use disorder services, including behavioral health treatment,
• Prescription drugs,
• Rehabilitative and habilitative services and devices,
• Laboratory services,
• Preventive and wellness services, and
• Chronic disease management and pediatric services, including oral and vision care
Such benefits shall be consistent with those set forth under the Patient Protection and Affordable 
Care Act of 2010 and any regulations issued pursuant thereto.
Dependent Coverage: Yes 
 No 
Preventive Services:  Coinsurance, Copayment and Deductible are not applicable to Preventive 

Services. Benefits are paid at 100% of actual charge.
Deductible:  $100 per Insured Person, per Policy Year
Out of Pocket Expense Limit:
Individual  $2,500
Family:  $5,000
The Out of Pocket Expense Limit will never exceed the amount shown above for an Insured 
Person, regardless of whether the Family Out of Pocket Expense Limit has been met. Benefits 
will be paid at 100% after the Out of Pocket Expense Limit has been met for an Insured Person.
Coinsurance: 10% of Covered Medical Expenses
THE COVERED MEDICAL EXPENSE FOR AN ISSUED POLICY WILL BE:
1. THOSE LISTED AS COVERED SERVICES; AND
2. ACCORDING TO THE FOLLOWING SCHEDULE OF BENEFITS.

5



76

BENEFITS FOR COVERED SERVICES LIMITS AND INSURED’S RESPONSIBILITY
Ambulance Services The Coinsurance Amount shown above
Autism Spectrum Disorder for children up to age 21: 
Speech Therapy 
Language Therapy
Occupational Therapy
Clinical Therapeutic Intervention
Mental/Behavioral Health Outpatient Services

20 visits per Policy Year
20 visits per Policy Year
20 visits per Policy Year
20 hours per week
$20 Copayment, the Coinsurance Amount shown above

Mental Health Disorder Services
Coverage for the Inpatient and Outpatient treatment 
including Physician Home Visits and Offices Services

$20 Copayment, the Coinsurance Amount shown above

Substance Use Disorder Services
Coverage for the Inpatient and Outpatient treatment 
including Physician Home Visits and Offices Services

$20 Copayment, the Coinsurance Amount shown above

Approved Clinical Trials The Coinsurance Amount shown above
Dental Services

  Dental Services related to an accidental Injury The Coinsurance Amount shown subject to a maximum 
benefit of $3,000 per injury

   Other Dental Services – facility charges and 
 anesthesia only

The Coinsurance Amount shown above

  Pediatric Dental Services The Preventive Services Coinsurance Amount 
shown above except that orthodontia will be paid at 50% 
Coinsurance

Diabetes Equipment, Education and Supplies The Coinsurance Amount shown above
Diagnostic Services The Coinsurance Amount shown above
Emergency Room Services The Coinsurance Amount shown above
Urgent Care Center Services $20 Copayment, the Coinsurance Amount shown above
Home Care Services The Coinsurance Amount shown above, subject to 

100 visits in a Policy Year – home visits for home 
 infusion therapy or private duty nursing rendered in the 
home do not apply to the visit maximum

Private Duty Nursing in the home The Coinsurance Amount shown subject to a maximum 
benefit of 90 visits per Insured Person per Policy Year

Hospice Services The Coinsurance Amount shown above
Inpatient and Outpatient Professional Services The Coinsurance Amount shown above
  Inpatient Facility Services The Coinsurance Amount shown above
  Maximum days for Physician Medicine and 

Rehabilitation (includes day rehabilitation therapy 
services on an Outpatient basis.)

60 days per Policy Year

  Habilitative/Habilitation Services 60 days per Policy Year
  Skilled Nursing Facility Care 90 days per Policy Year
Mammogram (outpatient)
  Diagnostic Mammograms
  Routine Mammograms

The Coinsurance Amount shown above 
Please see the Preventive Care Services Benefit

Maternity Services The Coinsurance Amount shown above

Medical Supplies, Durable Medical Equipment and 
Appliances (including certain diabetic and asthmatic 
supplies)

The Coinsurance Amount shown above

Outpatient Services
  Outpatient Surgery
  Hospital/Alternative Care Facility
  Other Outpatient Services

The Coinsurance Amount shown above
The Coinsurance Amount shown above
The Coinsurance Amount shown above

Physician Home Visits and Other Services 
(Deductible Waived)
  General Practitioner Visits and Other Services
  Specialty Care Physicians
  Online Clinical Visits
  Allergy Injections

$20 Copayment, the Coinsurance Amount shown above
$20 Copayment, the Coinsurance Amount shown above
$20 Copayment, the Coinsurance Amount shown above
$20 Copayment, the Coinsurance Amount shown above

Preventive Care Services* Coinsurance, Copayment and Deductible are not 
 applicable to Preventive Services. Benefits are paid at 
100% of actual charge.

Surgical Services The Coinsurance Amount shown above
Temporomandibular or Craniomandibular Joint 
Disorder/Jaw Disorder

$20 Copayment, the Coinsurance Amount shown above

Therapy Services

  Physical Therapy

  Speech Therapy

  Occupational Therapy

  Manipulation Therapy

  Cardiac Rehabilitation

  Pulmonary Rehabilitation

The Coinsurance Amount shown above subject to the 
maximum visits shown below:
20 visits combined for Physician Home Visits, office visits 
and outpatient services. Home Care Services are paid 
under that benefit and not this benefit.
20 visits combined for Physician Home Visits, office visits 
and outpatient services. Home Care Services are paid 
under that benefit and not this benefit.
20 visits combined for Physician Home Visits, office visits 
and outpatient services. Home Care Services are paid 
under that benefit and not this benefit.
12 visits combined for Physician Home Visits, office visits 
and outpatient services. Home Care Services are paid 
under that benefit and not this benefit.
36 visits combined for Physician Home Visits, office visits 
and outpatient services. Home Care Services are paid 
under that benefit and not this benefit.
20 visits combined for Physician Home Visits, office visits 
and outpatient services. Home Care Services are paid 
under that benefit and not this benefit.

Physical Medicine and Rehabilitation Services The Coinsurance Amount shown above, 60 visits
Vision Care Services

  Pediatric Vision Care

  Low Vision Services

  Other Vision Services

To the extent considered a Preventive Service will be 
paid as a Preventive Service
Routine and Preventive Vision Care paid as a Preventive 
Service. One set of prescription lenses or contact lenses 
in any 12-month period, one pair of standard frames in 
any 12-month period
One comprehensive exam every five years, High power 
spectacles, magnifiers, and telescopes. Four exams 
every 5 years
The Coinsurance Amount shown above
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ESSENTIAL HEALTH BENEFITS
The plan will include coverage for Essential Health Benefits in the following general catego-
ries and the items and services covered within the categories: Ambulatory patient services; 
Emergency services, Hospitalization, Maternity and newborn care; Mental health and substance 
use disorder services, including behavioral health treatment; Prescription drugs; Rehabilitative 
and habilitative services and devices; Laboratory services; Preventive and wellness services and 
chronic disease management; and Pediatric services, including oral and vision care. Essential 
Health Benefits are not subject to annual or lifetime dollar limits. If additional care, treatment or 
services are added to the list of Essential Health Benefits by a governing authority, the policy 
benefits will be amended to comply with such change. Please refer to www.studentplanscenter.
com for an updated copy of this brochure when additional care, treatment or services are added 
to your Student Health Insurance Plan.

COORDINATION OF BENEFITS
The Policy contains a coordination of benefits provision. It will coordinate benefits with any other 
valid and collectible insurance a student may have, including HMO’s and PPO’s.

OTHER MEDICAL COVERAGE
If an insured person is covered by more than one health care plan, he or she may not be able to 
 collect benefits from both plans. An insured should read all of the rules very carefully, including the 
coordination of  benefits section and compare them with the rules of any other plan that covers an 
insured or his/her family.

NON-COVERED SERVICES/EXCLUSIONS
The following section indicates items which are excluded from benefit consideration, and are not 
considered Covered Services. Excluded items will not be covered even if the service, supply, or 
equipment would otherwise be considered Medically Necessary. This information is provided as an 
aid to identify certain common items which may be misconstrued as Covered Services, but is in no 
way a limitation upon, or a complete listing of, such items considered not to be Covered Services. 
We are the final authority for determining if services or supplies are Medically Necessary.
We do not provide benefits for procedures, equipment, services, supplies or charges:
 1.  Which We determine are not Medically Necessary or do not meet Our medical policy, clinical 

coverage guidelines, or benefit policy guidelines.
 2.  Received from an individual or entity that is not a Provider, as defined in the Certificate, or 

recognized by Us.
 3.  Which are Experimental/Investigative or related to such, whether incurred prior to, in connec-

tion with, or subsequent to the Experimental/Investigative service or supply, as determined by 

Us. The fact that a service is the only available treatment for a condition will not make it eligible 
for coverage if We deem it to be Experimental/Investigative.

 4.  For any condition, disease, defect, ailment, or injury arising out of and in the course of 
employment if benefits are available under any Workers’ Compensation Act or other similar 
law. If Workers’ Compensation Act benefits are not available to an Insured Person, then this 
Exclusion does not apply. This exclusion applies if he or she receives the benefits in whole or 
in part. This exclusion also applies whether or not the Insured Person claims the benefits or 
compensation. It also applies whether or not the Insured Person recovers from any third party.

 5.  To the extent that they are provided as benefits by any governmental unit, unless otherwise 
required by law or regulation.

 6.  For any illness or injury that occurs while serving in the armed forces, including as a result of 
any act of war, declared or undeclared.

 7.  For a condition resulting from direct participation in a riot, civil disobedience, nuclear explosion, 
or nuclear accident.

 8.  For court ordered testing or care unless Medically Necessary.
 9.  For which an Insured Person has no legal obligation to pay in the absence of this or like 

coverage.
10.  For the following: a) Physician or Other Practitioners’ charges for consulting with Insured 

Persons by telephone, facsimile machine, electronic mail systems or other consultation or med-
ical management service not involving direct (face-to-face) care with the Insured Person except 
as otherwise described in the Certificate. b) Surcharges for furnishing and/or receiving medical 
records and reports. c) Charges for doing research with Providers not directly responsible for 
an Insured Person’s care. d) Charges that are not documented in Provider records. e) Charges 
from an outside laboratory or shop for services in connection with an order involving devices 
(e.g., prosthetics, orthotics) which are manufactured by that laboratory or shop, but which are 
designed to be fitted and adjusted by the attending Physician. f) For membership, administra-
tive, or access fees charged by Physicians or other Providers. Examples of administrative fees 
include, but are not limited to, fees charged for educational brochures or calling a patient to 
provide their test results.

11.  Received from a dental or medical department maintained by or on behalf of a School, mutual 
benefit association, labor union, trust or similar person or group.

12.   Prescribed, ordered or referred by or received from a member of an Insured Person’s immedi-
ate family, including an Insured Person’s spouse, child, brother, sister, parent, in-law, or self.

13.  For completion of claim forms or charges for medical records or reports unless otherwise 
required by law.

14.  For missed or canceled appointments.
15.  For mileage, lodging and meals costs, and other Insured Person travel related expenses, 

except as authorized by Us or specifically stated as a Covered Service.
16.  For which benefits are payable under Medicare Parts A, B, and/or D or would have been pay-

able if an Insured Person had applied for Parts A, B and/or D, except, as specified elsewhere 
in the Certificate or as otherwise prohibited by federal law, as addressed in the section titled 
“Medicare” in General Provisions. For the purposes of the calculation of benefits, if the Insured 
Person has not enrolled in Medicare Part B, We will calculate benefits as if they had enrolled.

17.  Charges in excess of Our Maximum Allowable Amounts.
18.  Incurred prior to an Insured Person’s Effective Date.
19.  Incurred after the termination date of this coverage except as specified elsewhere in the 

Certificate.
20.  For any procedures, services, equipment or supplies provided in connection with cosmetic 

services. Cosmetic services are primarily intended to preserve, change or improve an Insured 
Person’s appearance or are furnished for psychiatric or psychological reasons. No benefits are 
available for surgery or treatments to change the texture or appearance of an Insured Person’s 

Human Organ and Tissue Transplant (Bone Marrow/
Stem Cell)
Unrelated donor searches for bone marrow/stem cell 
transplants for a Covered Transplant Procedure
Transportation and Lodging
Unrelated donor search

The Coinsurance Amount shown above.

Coinsurance Amount is 50% of Medically Necessary 
expenses incurred
Up to $10,000 per transplant
Up to $30,000 per transplant

Prescription Drugs 100% Coinsurance subject to the following Copayments:
Tier 1 - $10 per Prescription Drug Order
Tier 2 - $25 per Prescription Drug Order
Tier 3 - $50 per Prescription Drug Order
Tier 4 - $75 per Prescription Drug Order
Compound Drugs $75 per Prescription Drug Order

*Please visit www.healthcare.gov/coverage/preventive-care-benefits/ for more information.
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skin or to change the size, shape or appearance of facial or body features (such as an Insured 
Person’s nose, eyes, ears, cheeks, chin, chest or breasts). Complications directly related to 
cosmetic services treatment or surgery, as determined by Us, are not covered. This exclusion 
applies even if the original cosmetic services treatment or surgery was performed while the 
Insured Person was covered by another carrier/self funded plan prior to coverage under the 
Certificate. Directly related means that the treatment or surgery occurred as a direct result of 
the cosmetic services treatment or surgery and would not have taken place in the absence 
of the cosmetic services treatment or surgery. This exclusion does not apply to conditions 
including but not limited to: myocardial infarction; pulmonary embolism; thrombophlebitis; and 
exacerbation of co-morbid conditions.

21.  For maintenance therapy, which is treatment given when no additional progress is apparent or 
expected to occur. Maintenance therapy includes treatment that preserves an Insured Person’s 
present level of functioning and prevents loss of that functioning, but which does not result in 
any additional improvement.

22.  For the following: a) Custodial Care, convalescent care or rest cures. b) Domiciliary care pro-
vided in a residential institution, treatment center, halfway house, or school because an Insured 
Person’s own home arrangements are not available or are unsuitable, and consisting chiefly 
of room and board, even if therapy is included. c) Care provided or billed by a hotel, health 
resort, convalescent home, rest home, nursing home or other extended care facility home for 
the aged, infirmary, school infirmary, institution providing education in special environments, 
supervised living or halfway house, or any similar facility or institution. d) Care provided or 
billed by residential treatment centers or facilities, unless those centers or facilities are required 
to be covered under state law. This includes but is not limited to individualized and intensive 
treatment in a residential facility, including observation and assessment by a Provider weekly 
or more frequently, an individualized program of rehabilitation, therapy, education, and recre-
ational or social activities. e) Services or care provided or billed by a school, Custodial Care 
center for the developmentally disabled, residential programs for drug and alcohol, or outward 
bound programs, even if psychotherapy is included. f) Wilderness camps.

23.  For routine foot care (including the cutting or removal of corns and calluses); Nail trimming, 
cutting or debriding; Hygienic and preventive maintenance foot care, including but not limited 
to: a) cleaning and soaking the feet. b) applying skin creams in order to maintain skin tone. 
c) other services that are performed when there is not a localized illness, injury or symptom 
involving the foot.

24.  For surgical treatment of flat feet; subluxation of the foot; weak, strained, unstable feet; tarsal-
gia; metatarsalgia; hyperkeratoses.

25.  Weight loss programs, whether or not they are pursued under medical or Physician supervi-
sion, unless specifically listed as covered in the Certificate. This exclusion includes, but is not 
limited to, commercial weight loss programs (Weight Watchers, Jenny Craig, LA Weight Loss) 
and fasting programs.

26.  For bariatric surgery, regardless of the purpose it is proposed or performed. This includes 
but is not limited to Roux-en-Y (RNY), Laparoscopic gastric bypass surgery or other gastric 
bypass surgery (surgical procedures that reduce stomach capacity and divert partially digested 
food from the duodenum to the jejunum, the section of the small intestine extending from the 
duodenum), or Gastroplasty, (surgical procedures that decrease the size of the stomach), or 
gastric banding procedures. Complications directly related to bariatric surgery that result in 
an Inpatient stay or an extended Inpatient stay for the bariatric surgery, as determined by Us, 
are not covered. This exclusion applies when the bariatric surgery was not a Covered Service 
under this Plan or any previous National Guardian Life plan, and it applies if the surgery was 
performed while the Insured Person was covered by a previous carrier/self funded plan prior 
to coverage under the Certificate. Directly related means that the Inpatient stay or extended 

Inpatient stay occurred as a direct result of the bariatric procedure and would not have taken 
place in the absence of the bariatric procedure. This exclusion does not apply to conditions 
including but not limited to: myocardial infarction; excessive nausea/vomiting; pneumonia; 
and exacerbation of co-morbid medical conditions during the procedure or in the immediate 
post-operative time frame.

27.  For marital counseling.
28.  For hearing aids or examinations to prescribe/fit them, unless otherwise specified within the 

Certificate.
29.  For services or supplies primarily for educational, vocational, or training purposes, except as 

otherwise specified herein.
30.  For services to reverse voluntarily induced sterility.
31.  For diagnostic testing or treatment related to infertility.
32.  For personal hygiene, environmental control, or convenience items including but not limited to: 

a) Air conditioners, humidifiers, air purifiers; b) Personal comfort and convenience items during 
an Inpatient stay, including but not limited to daily television rental, telephone services, cots or 
visitor’s meals; c) Charges for non-medical self-care except as otherwise stated; d) Purchase 
or rental of supplies for common household use, such as water purifiers; e) Allergenic pillows, 
cervical neck pillows, special mattresses, or waterbeds; f) Infant helmets to treat positional 
plagiocephaly; g) Safety helmets for Insured Persons with neuromuscular diseases; or h) 
Sports helmets.

33.  Health club memberships, exercise equipment, charges from a physical fitness instructor or 
personal trainer, or any other charges for activities, equipment, or facilities used for developing 
or maintaining physical fitness, even if ordered by a Physician. This exclusion also applies to 
health spas.

34.  For telephone consultations or consultations via electronic mail or internet/web site, except as 
required by law, authorized by Us, or as otherwise described in the Certificate.

35.  For care received in an emergency room which is not Emergency Care, except as specified in 
the Certificate. This includes, but is not limited to suture removal in an emergency room.

36.  For eye surgery to correct errors of refraction, such as near-sightedness, including without 
limitation LASIK, radial keratotomy or keratomileusis or excimer laser refractive keratectomy.

37.  For self-help training and other forms of non-medical self care, except as otherwise provided 
in the Certificate.

38.  For examinations relating to research screenings.
39.  For stand-by charges of a Physician.
40.  Physical exams and immunizations required for enrollment in any insurance program, as a 

condition of employment, for licensing, or for other purposes.
41.  For Private Duty Nursing Services rendered in a Hospital or Skilled Nursing Facility; Private 

Duty Nursing Services are Covered Services only when provided through the Home Care 
Services benefit as specifically stated in the ”Covered Services” section.

42.  For Manipulation Therapy services rendered in the home as part of Home Care Services.
43.  Services and supplies related to sex transformation and/or the reversal thereof, or male or 

female sexual or erectile dysfunctions or inadequacies, regardless of origin or cause. This 
Exclusion includes sexual therapy and counseling. This exclusion also includes penile pros-
theses or implants and vascular or artificial reconstruction, Prescription Drugs, and all other 
procedures and equipment developed for or used in the treatment of impotency, and all related 
Diagnostic Testing.

44.  For (services or supplies related to) alternative or complementary medicine. Services in this 
category include, but are not limited to, acupuncture, holistic medicine, homeopathy, hypnosis, 
aroma therapy, massage and massage therapy, reiki therapy, herbal, vitamin or dietary prod-
ucts or therapies, naturopathy, thermograph, orthomolecular therapy, contact reflex analysis, 
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bioenergial synchronization technique (BEST), iridology-study of the iris, auditory integration 
therapy (AIT), colonic irrigation, magnetic innervation therapy, electromagnetic therapy, and 
neurofeedback.

45.  For any services or supplies provided to a person not covered under the Certificate in connec-
tion with a surrogate pregnancy (including, but not limited to, the bearing of a child by another 
woman for an infertile couple).

46.  For surgical treatment of gynecomastia.
47.  For treatment of hyperhidrosis (excessive sweating).
48.  Complications directly related to a service or treatment that is a non-Covered Service under 

the Certificate because it was determined by Us to be Experimental/Investigational or non- 
Medically Necessary. Directly related means that the service or treatment occurred as a direct 
result of the Experimental/Investigational or non-Medically Necessary service and would 
not have taken place in the absence of the Experimental/Investigational or non-Medically 
Necessary service.

49.  For Drugs, devices, products, or supplies with over the counter equivalents and any Drugs, 
devices, products, or supplies that are therapeutically comparable to an over the counter Drug, 
device, product, or supply.

50.  Sclerotherapy for the treatment of varicose veins of the lower extremities including ultrasonic 
guidance for needle and/or catheter placement and subsequent sequential ultrasound studies 
to assess the results of ongoing treatment of varicose veins of the lower extremities with 
sclerotherapy.

51.  Treatment of telangiectatic dermal veins (spider veins) by any method.
52.  Reconstructive services except as specifically stated in the Covered Services section of the 

Certificate, or as required by law.
53.  Nutritional and/or dietary supplements, except as provided in the Certificate or as required by 

law. This exclusion includes, but is not limited to, those nutritional formulas and dietary sup-
plements that can be purchased over the counter, which by law do not require either a written 
Prescription or dispensing by a licensed Pharmacist.

CLAIM PROCEDURE
Claim forms and instructions on claim procedures are avail able in Student Accounts or by visiting 
the website: www.studentplanscenter.com
If away from the University, consult a doctor and follow his/her instructions. Present the bill 
along with a completed claim form and any supporting documentation to: National Guardian Life 
Insurance Company, Student Insurance Division, Commercial Travelers Building, 70 Genesee 
Street, Utica, New York 13502 as soon as  possible.
Notice of injury or of sickness upon which claim may be based must be provided to the Company 
within 30 days of the date of the commencement of the first loss for which benefits arising out of 
each such injury or sickness may be claimed, or as soon thereafter as is reasonably possible. 
Bills for which benefits are to be paid must be submitted within 90 days of the treatment.

APPEALS
To appeal a claim, you may call the Claims Administrator or send a letter stating the issues of the 
appeal to the Claim Administrator, Attn: Appeal Department, National Guardian Life Insurance 
Company, Student Insurance Division, Commercial Travelers Building, 70 Genesee St., Utica, 
NY 13502. Include your name, phone number, address, school attended and email address, if 
available.
Appeals will be acknowledged, reviewed and responded to once the investigation is complete. An 
Insured who has exhausted all applicable internal review procedures has the right to an indepen-
dent external review of a decision to deny, reduce or terminate health care coverage or to deny 
payment for a health care service.

REFUND OF PREMIUM
Premiums received by Us are fully earned upon receipt.  Refund of premium will be considered only: 
1) For any student who does not attend school during the first thirty-one (31) days of the period for 
which coverage is purchased. Such a student will not be covered under the Policy and a full refund 
of the premium will be made. 2) For Insured Persons entering the Armed Forces of any country.  
Such persons will not be covered under the Policy as of the date of his/her entry into the service.  A 
pro rata refund of premium will be made for such person upon written request received by Us within 
ninety (90) days of withdrawal from school.
No other refunds will be allowed.

QUALIFYING EVENT
In the event a student waives the Student Health Insurance Plan and then loses current cover-
age due to a qualifying event, (i.e. parent loss of coverage or the maximum age limit available is 
attained), the student has the right to petition to add coverage within 31 days of the qualifying event. 
If the petition is received within 31 days of the qualifying event, there will be no break in coverage. 
For petitions received after the 31 days, the effective date of coverage will be the date that the 
petition is received by the Company, agent, or authorized representative. If approved, the premium 
will pro-rated.
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physicians in the United States; Guarantee of Payment to provider and assistance in coordi-
nating insurance benefits; Prescription Replacement Assistance or Dispatch of Medicine if 
not available locally; Emergency Message Forwarding to family, friends, personal physician, 
school etc; Emergency Travel Arrangements for disrupted travel; Legal Consultation and 
Referral; Interpreter Assistance and Referral; Lost Luggage Assistance; Lost/Stolen Travel 
Documents Assistance.
24 Hour Nurse Helpline 
Students may utilize the Nurse Advice Line when the school health clinic is closed or anytime they 
need confidential medical advice. A Registered Nurse counselor will provide a clinical assessment 
to assist in identifying the appropriate level and source(s) of care for members (based on symptoms 
reported and/or health care questions asked by or on behalf of Students). Nurses shall not diagnose 
Member’s ailments. 
Contact On Call International to access any of the GAP services described above.
Toll Free from U.S. and Canada: 1-855-226-7915 
Collect Worldwide: 1-603-952-2045
mail@oncallinternational.com
This is only an outline of services and terms, conditions and exclusions apply.

On Call
The following services are not part of the Plan Underwritten by National Guardian Life Insurance 
Company. These value added services are provided by On Call International and apply only to the 
Student Health Plan Policy No. 2019U2A20.

ON CALL INTERNATIONAL Global Assistance Program
The Global Assistance Program (GAP) is supplemental to the Student Insurance Plan. The GAP 
provides access to a 24-hour worldwide assistance network, On Call International, for emergency 
assistance anywhere in the world. Simply call the assistance center at 1-855-226-7915 (toll free) 
or collect at 1-603-952-2045. The multilingual staff will answer your call and immediately provide 
reliable, professional and thorough assistance.

The Global Assistance Program is effective when you are outside your home country, or over 100 
miles from home within the United States or when you are traveling.

The following emergency services are included*: 
Emergency Medical Evacuation and Repatriation If you suffer an accident, injury or sickness 
resulting in a serious medical condition which in the opinion of the On Call physician requires 
transportation to be treated adequately, On Call will arrange and pay for air and/or surface trans-
portation, medical care during transportation, communication and all usual and customary ancillary 
charges incurred in moving and transporting you to the nearest hospital where appropriate medical 
care is available.

After being treated at a medical facility, On Call will arrange and pay for the transport of the 
Participant with a qualified medical attendant to the Country of Domicile or Country of Residence 
for further medical treatment or recovery should it be deemed medically necessary by the On Call 
physician.

Return of Remains In the event of death, On Call shall make the arrangements and pay for casket 
or air tray, preparation and transportation of his/her remains to his/her place of residence or to the 
place of burial. 

Return of Dependent Children If your Dependent(s) are present but left unattended as a result 
of your hospitalization or Medical Evacuation, On Call shall make and pay for travel arrangements 
to return them home, including a non-medical escort as needed. This service has a limit of $5,000.
Visit by Family / Friend If the Participant has or will be hospitalized for more than five (5) days 
while traveling, On Call shall make and pay for travel arrangements and suitable hotel accommo-
dations for a person of your choice to join them. This service includes flights and up to $200 a day 
for hotel for a maximum of seven (7) days, up to a combined service limit of $5,000.
*On Call International must pay and arrange for all services included above, reimbursement for self-
paid expenses will not be considered; it is not insurance but it is added as a service in your Student 
Health Insurance Policy.
Additional Medical and Travel Assistance 
If there are third party costs associated with the following services, On Call will notify you and 
you will be responsible for the costs: Pre-Trip Information; Referral to the nearest, most 
appropriate medical facility, and/or provider; Medical monitoring by board certified emergency 
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Claims Administered By:
National Guardian Life Insurance Company

Student Insurance Division
Commercial Travelers Building

70 Genesee Street • Utica, NY 13502
1-800-756-3702

Electronic Claim Payor ID: 88091

For Summary of Benefits & Coverage, Brochures, 
Forms & Claim Information go to:

www.studentplanscenter.com

For a copy of the Company’s Privacy Notice, go to:
www.studentplanscenter.com/privacy/nglic

or Request one from the 
Local Representative listed below

or Request one from:
National Guardian Life Insurance Company

Student Insurance Division
Commercial Travelers Building

c/o Privacy Officer • 70 Genesee Street
Utica, NY 13502

(Please indicate the school you attend 
with your written request.)

Local Representative
USI Insurance Services

825 NE Multnomah St., Ste. 1500
Portland, OR 97232

503-417-9235 or 503-727-6189

Representations of this plan 
must be approved by the Company.

This is not the Policy. Rather, it is a brief description of the benefits and other provisions of the 
Policy. The Policy is governed by the laws and regulations of the state in which it is issued and 
is subject to any necessary State approvals. Any provisions of the Policy, as described in this 
brochure, that may be in conflict with the laws of the state where the school is located will be 
administered to conform with the requirements of that state’s laws, including those relating to 
mandated benefits.

This brochure provides a summary of the essential provisions of the Student Accident and Sickness 
Insurance Plan. KEEP IT!


