
General Exclusions
 
Introduction 
The list below describes services, and items that aren’t covered under any conditions, and 
some services that are covered only under specific conditions.  
 
If you get services, items or drugs that are not covered, you must 
pay for them yourself 
We won’t pay for the exclusions that are listed in this section (or elsewhere in your 
EOC), and neither will the Original Medicare Plan, unless they are found upon appeal to 
be services or items that we should have paid or covered (appeals are discussed in your 
EOC).  
 
What services are not covered or are limited by our Plan?  
 
In addition to any exclusions or limitations described in your EOC, the following items 
and services aren’t covered under the Original Medicare Plan or by our Plan: 
 
1. Services that aren’t reasonable and necessary, according to the standards of the 

Original Medicare Plan, unless these services are otherwise listed by our Plan as a 
covered service.  

2. Experimental or investigational medical and surgical procedures, equipment and 
medications, unless covered by the Original Medicare Plan or unless, for certain 
services, the procedures are covered under an approved clinical trial. The Centers for 
Medicare and Medicaid Services (CMS) will continue to pay through Original 
Medicare for clinical trial items and services covered under the September 2000 
National Coverage Determination that are provided to Plan members. Experimental 
procedures and items are those items and procedures determined by our Plan and the 
Original Medicare Plan to not be generally accepted by the medical community.  

3. Surgical treatment of morbid obesity unless medically necessary and covered under 
the Original Medicare plan. 

4. Private room in a hospital, unless medically necessary. 
5. Private duty nurses. 
6. Personal convenience items, such as a telephone or television in your room at a 

hospital or skilled nursing facility. 
7. Nursing care on a full-time basis in your home. 
8. Custodial care unless it is provided in conjunction with covered skilled nursing care 

and/or skilled rehabilitation services. This includes care that helps people with 
activities of daily living like walking, getting in and out of bed, bathing, dressing, 
eating and using the bathroom, preparation of special diets, and supervision of 
medication that is usually self-administered.  

9. Homemaker services. 
10. Charges imposed by immediate relatives or members of your household. 
11. Meals delivered to your home. 



12. Elective or voluntary enhancement procedures, services, supplies and medications 
including but not limited to:  Weight loss, hair growth, sexual performance, athletic 
performance, cosmetic purposes, anti-aging and mental performance unless medically 
necessary.  

13. Cosmetic surgery or procedures, unless needed because of accidental injury or to 
improve the function of a malformed part of the body. All stages of reconstruction are 
covered for a breast after a mastectomy, as well as for the unaffected breast to 
produce a symmetrical appearance. 

14. Comprehensive dental care (such as major restorative services) unless you have 
purchased the optional supplemental comprehensive dental benefit. However, non-
routine dental services received at a hospital may be covered. 

15. Chiropractic care is generally not covered under the Plan, (with the exception of 
manual manipulation of the spine,) and is limited according to Medicare guidelines.  

16. Routine foot care is generally not covered under the Plan and is limited according to 
Medicare guidelines.  

17. Orthopedic shoes unless they are part of a leg brace and are included in the cost of the 
brace. Exception: Therapeutic shoes are covered for people with diabetic foot disease.  

18. Supportive devices for the feet. Exception: Orthopedic or therapeutic shoes are 
covered for people with diabetic foot disease.  

19. Radial keratotomy, LASIK surgery, vision therapy and other low vision aids and 
services. 

20. Self-administered prescription medication for the treatment of sexual dysfunction, 
including erectile dysfunction, impotence, and anorgasmy or hyporgasmy. 

21. Reversal of sterilization procedures, sex change operations, and non-prescription 
contraceptive supplies and devices.  

22. Acupuncture. 
23. Naturopath services. 
24. Services provided to veterans in Veterans Affairs (VA) facilities. However, in the 

case of emergency services received at a VA hospital, if the VA cost-sharing is more 
than the cost-sharing required under our Plan, we will reimburse veterans for the 
difference. Members are still responsible for our Plan cost-sharing amount. 

25. Any of the services listed above that aren’t covered will remain not covered even if 
received at an emergency facility. For example, non-authorized, routine conditions 
that do not appear to a reasonable person to be based on a medical emergency are not 
covered if received at an emergency facility. 
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