PPO

Members who choose the CIGNA PPO product reserve the right to pick any doctor, without a referral, but who wish to stay primarily within the standard CIGNA Preferred Provider structure. In-network care receives a higher level of benefit reimbursement, and no PCP (Primary Care Physician) is necessary.

HMO

This solution offers access to outstanding health care and security with a reliable cost structure and lower monthly premium. To receive benefits, members must opt for treatment within CIGNA's provider network, and cannot receive any out-of-network benefits.

POS

The POS option offers members a unique freedom to design their own coverage, such that they can decide between in-network and out-of-network care on a per-incident basis. Out-of-pocket costs remain lower when the member seeks in-network treatment, but POS members retain the flexibility to elect providers at will.

Other Options

CIGNA recognizes that every member has a unique need, so they also feature a number of additional products and coverage supplements to fit and support a wide range of lifestyles. The CIGNA Choice Fund Health Savings Account (HSA), Indemnity option, and Open Access programs are a few of these products, and as consumer need continues to change and grow, so too will their available coverage options.

PPO plans are preferred provider plans. Health insurance companies contract a network of doctors and hospitals that are "preferred" by the company. These network doctors and hospitals charge a contracted fee for their services and when you choose to see one of these "preferred providers," the amount you pay out of your pocket is usually quite low. There is typically a small co-payment (a fee per visit or service), which may be $15 or $20. It is important to keep in mind that since the insurance companies keep prices lower by contracting specific doctors and hospitals, there is higher charge for going out of the healthcare provider's network. However, the PPO is a more flexible arrangement than many other plans because the plan will pay some of the costs if you choose to visit a doctor, specialist, or clinic outside the network. For example, if you want to see a world renowned specialist at the John Hopkins Clinic, your PPO plan would reimburse you for at least some of the cost.
POS Plans Point of Service Plans (POS Plans)

Point of Service (POS) plans have similarities to both PPO and HMO plans. As with Preferred Provider (PPO) plans, you are directed toward a network of contracted doctors, hospitals and clinics for your healthcare, but you can pay a larger out-of-pocket fee to visit an out-of-network provider. In line with the managed care policies of an HMO, your healthcare is administered according to a healthcare professional. With a Point of Service plan your primary doctor oversees your medical care and refers you to contracted specialists when the need arises. Akin to the philosophy of an HMO, POS plans promote health and wellness through prevention and education, in addition to treatment.

The upside to a Point of Service plan is the freedom to go out on your own and chose your own providers, even specialists, outside the network. You are never limited to medical providers your primary care physician refers. However, be aware, the dollar amount the plan will pay decreases when you go outside the network. You will pay approximately $600 a year for the privilege of being allowed to self-refer to out-of-plan practitioners, and your out-of-pocket contribution will be greater. It is wise to consider if it is worth it to you, as a consumer, to pay a higher monthly payment for the freedom to access specialists, physicians, and clinics of your choice. If you are relatively healthy and do not have a special relationship to a specific physician, then you might consider a managed care program that will charge you less to exercise less freedom in choosing a healthcare provider. If the freedom to self-refer to any healthcare practitioner or hospital you want is important to you, a POS plan may be your ideal fit.
HMO Plans Health Maintenance Organization (HMO Plans)

A health maintenance organization (HMO) provides “managed care” in return for a monthly or quarterly premium. You pay a fee, the amount depending on the specifics of your coverage, and are offered a range of health benefits that cover the entire spectrum from preventive care and education to physician care, surgery and hospitalization. An HMO is a one-stop shop for all your healthcare needs. Your healthcare is “managed” by your primary care physician, usually a general practitioner.
Health Insurance Coverage within HMO Networks

Typically, you must receive a referral from your physician before visiting a specialist outside the provider network. With rare exceptions, such as when you are away traveling, you are limited to seeking care completely within the network of providers, doctors, hospitals and labs with whom your HMO has negotiated a fee schedule. Since contracting discounts from a network of providers is one of the primary ways a HMO maintains cost effectiveness, the plan only works when you stay within the network. In addition to your premium, an HMO generally charges a co-payment (a way of sharing per visit costs between the consumer and the plan) of, for example, $10 or $20 for certain services or prescriptions. One of the unique features of an HMO is that they typically deliver care directly to patients. Patients visit an HMO’s medical facility to see the physicians. Most HMOs own their own hospitals and clinics and directly hire physicians who work only for them. A quintessential example is the Kaiser Permanente System.

While an HMO is more restrictive than other plans, it can be a convenient and cost effective solution for an insurance consumer that does not have ties to a doctor or medical facility outside of the HMOs network. If the organization is well run, doctor visits and healthcare can be simple, hassle-free and reliable. If the need arises for you to see a specialist, your doctor will handle the research for you, all you will need to do is show up for your scheduled appointment.
Health Savings Accounts (HSA) Health Savings Accounts (HSA)

As of January 1, 2004, healthcare consumers have a new way to help manage their own healthcare. Health Savings Accounts (HSAs) provide consumers with added insurance coverage and control. Flexibility is the key component of an HSA. Anyone with a high-deductible health plan can set up a health savings account to save money on medical care now, as well as save for future medical expenses. You may use HSA funds to pay for expenses that must be met before your deductible, to pay for services not covered by your health plan (such as alternative therapies or out-of-network providers), or insurance coverage during periods of unemployment.

Added Convenience to Health Care with HSAs

Even if you purchase your insurance plan or your health savings account through your employer, you still own your account. You make the decisions on how much to contribute to your account and which medical expenses you will use the funds to pay. When you change jobs or move, the account remains intact. Any unspent balances remain in your account earning interest until you spend them on medical care.

An HSA can be a comforting safety net if you have a high deductible plan (remember, your plan won’t begin paying out until your financial responsibility is met). In the event that you lose a job, must seek uncovered medical services or just want to exercise your right to seek a specialist not contracted with your insurance plan, the funds in an HSA may one day be your saving grace. If you are a consumer who desires security and values freedom, an HSA is an option you should research.
Self-Directed Health Plans (SDHP) Self-Directed Health Plans (SDHP)

A new paradigm for health insurance is emerging. This new structure allows more freedom of choice and direction for a consumer in planning their healthcare. Home Savings Accounts (HSAs) are an example of the viable alternatives to more traditional managed care models.

Self-directed health plans (SDHP), also called consumer directed health plans, is another rapidly emerging approach to organizing, purchasing and financing health care services. These plans succeed in providing consumers a method by which they can design and implement their own health plan, customized to their specific needs, healthcare philosophies and circumstances.

Since January 1, 2002 insurers began offering plans which gave patients and their physicians the autonomy to make decisions about what medical services they wanted and who they wanted to administer these services. Familiar elements of managed care, including gatekeepers (administrators who define what is “medically necessary” and thus covered by their plans), pre-authorization processes, network provider limitations, are replaced with self-directed health plans that make consumers the controllers of their own destinies. Patients and their doctors decide how insurance funds should be spent.

Self-directed plans represent a new direction in healthcare that utilizes the new technologies of today’s world. With self-directed plans you keep your medical records on special software and research medical services, medical providers and fees using the internet. Self-directed plans may be a new, exciting solution for those with the time and desire to manage their own healthcare, tailored to their own healthcare needs and philosophies.
Prescription Plans Prescription Plans

With the soaring prices of prescription drugs, consumers are desperately searching for some relief from overwhelming drug prices. Prescription plans provide one solution to costly prescriptions. Plans and discounts vary dramatically.

A Brief Overview on Prescription Plans

Most plans provide consumers with a discount card to present when purchasing prescriptions. Typically, an annual fee is charged for the plan. Cards are available from drug companies, chain drug stores, insurance companies, and non-profit organizations.

While plans vary so widely it is hard to generalize, there is usually a tiered fee which applies discounts differently depending on if you are purchasing brand name or generic drugs. Even on the same drug company card, the cost of one medicine may be discounted 30%, while a generic version may be cut by 50%. If your physician prescribes pills from several manufacturers, you may find that you need a handful of cards to get discounts on all your prescriptions.

Finding a plan that works for you

Prescription plans are so numerous and so different that you must do cautious research when figuring out what discounts are offered by a plan, what drugs are covered under the plan and what fees the plan charges; figuring out the plan’s details, may be a challenge. Many HMO, POS, PPO and discount plans offer discounted prescriptions as part of their healthcare insurance. It is wise to always note whether a healthcare plan includes some type of prescription coverage.

Many plans only charge a small co-payment for prescriptions, assuming the medications are prescribed by network doctors and are deemed “medically necessary” under the terms of their plan administrators. If you do not have an insurance plan, or want to take prescription pills not covered by your current policy, prescription plans may prove a viable way to make high priced health a affordable.
Discount Health Plans

Discount plans are supplemental plans that provide discounts on healthcare services. If health insurance is not a viable for you, either due to a pre-existing condition that makes you ineligible or financial limitations, discount plans may offer a way to make doctor visits, treatment, and prescriptions more affordable. If you currently have health insurance but consistently find yourself paying costly out-of-network fees to see specialists or paying large sums for uncovered medical services, a discount plan may provide some relief.
How Health Care Discount Plans Work

Generally, discount plans work by charging a flat fee in order to receive per visit discounts when you seek medical care. The types of discount plans, annual fees and discount card providers are so diverse that they must be carefully researched. If you are interested in a discount plan, be cautious and find out what fees they charge, what medical services, treatments and prescriptions are offered at discounted prices (you may not be in need of any of the services the plan discounts), what the discounts are (in other words, do you save enough money to make the plan worth the investment?), and which providers must you see in order to receive a discount (are these providers reputable and accessible?). Whether a discount plan is a solution to costly out-of-pocket medical fees and soaring prescription costs can only be determined by carefully researching the plan and deciding if it meets your specific medical needs.
