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Who is eligible to enroll? 

Students taking nine class hours or more are automatically enrolled in the Student Health Insurance program, unless proof 
of comparable coverage is furnished. Credit hours must be met with at least 50% on campus classes. All Graduate 
Assistants under contract with the University and enrolled in classes and Spoon River College students residing in University 
housing are also assessed the fee for this coverage. All international students in the US are required to have this plan, 
unless they have employer or embassy coverage. 

 

Students from the WIU Quad Cities campus are eligible to opt into the program. 
 
Eligible students who do enroll may also insure their Dependents. Eligible Dependents are the student’s legal spouse, Civil 
Union partner or Domestic Partner and dependent children under 26 years of age. See the Definitions section of the 
Certificate for the specific requirements needed to meet Domestic Partner eligibility. 
 
The student (Named Insured, as defined in the Certificate) must actively attend classes for at least the first 31 days after 
the date for which coverage is purchased. Home study, correspondence, and online courses do not fulfill the eligibility 
requirements that the student actively attend classes. The Company maintains its right to investigate eligibility or student 
status and attendance records to verify that the Policy eligibility requirements have been met. If and whenever the Company 
discovers that the Policy eligibility requirements have not been met, its only obligation is refund of premium. 
 
The eligibility date for Dependents of the Named Insured shall be determined in accordance with the following:  
 

1. If a Named Insured has Dependents on the date he or she is eligible for insurance. 
2. If a Named Insured acquires a Dependent after the Effective Date, such Dependent becomes eligible: 

a. On the date the Named Insured acquires a legal spouse, Civil Union partner or a Domestic Partner who meets 
the specific requirements set forth in the Definitions section of the Certificate. 

b. On the date the Named Insured acquires a dependent child who is within the limits of a dependent child set 
forth in the Definitions section of the Certificate. 

 
Dependent eligibility expires concurrently with that of the Named Insured. 
 
Medicare Eligibility 
 
Any person who has Medicare at the time of enrollment in this student insurance plan is not eligible for coverage under the 
Master Policy. 
 
If an Insured Person obtains Medicare after the Insured Person is covered under the Master Policy, the Insured Person’s 
coverage will not end due to obtaining Medicare. 
 
As used here, “has Medicare” means that an individual is entitled to benefits under Part A (receiving free Part A) or enrolled 
in Part B or Premium Part A. 

2024-2025 Student Health Insurance Plan for 

Western Illinois University 
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Where can I get more information about the benefits available? 

Please read the certificate of coverage to determine whether this plan is right before you enroll. The certificate of coverage 
provides details of the coverage including benefits, exclusions, and reductions or limitations and the terms under which the 
coverage may be continued in force. Copies of the certificate of coverage are available from the University and may be 
viewed at www.uhcsr.com. This plan is underwritten by UnitedHealthcare Insurance Company and is based on policy 
number 2024-270-1. The Policy is a Non-Renewable One-Year Term Policy. 
 

Who can answer questions I have about the plan? 

If you have questions please contact Customer Service at 1-800-767-0700 or customerservice@uhcsr.com. 
 
 
 
 
 

Coverage Dates and Plan Cost  

Rates 
Fall 

8/1/24 to 
1/31/25 

Spring 
Matriculates 

1/1/25 to 
7/31/25 

Spring/Summer 
2/1/25 to 
7/31/25 

Summer 
Matriculates 

6/1/25 to 
7/31/25 

Student $1,061.00 $1,232.00 $1,061.00 $355.00 

Spouse $1,061.00 $1,232.00 $1,061.00 $355.00 

One Child $1,061.00 $1,232.00 $1,061.00 $355.00 

Two or More Children $2,122.00 $2,464.00 $2,122.00 $710.00 

Spouse and Two or More 
Children 

$3,183.00 $3,696.00 $3,183.00 $1,065.00 

 
NOTE: The amounts stated above include certain fees charged by the school you are receiving coverage through. Such fees may include 
amounts which are retained by your school (to, for example, cover your school’s administrative costs associated with offering this health 
plan) as well as amounts which are paid to certain non-insurer vendors or consultants by, or at the direction of, your school. 

 
The Insured Person must meet the eligibility requirements each time a premium payment is made. To avoid a lapse in 
coverage, the Insured Person’s premium must be received within 10 days for monthly premium payment Policies and 31 
days for all other premium payment Policies after the coverage expiration date. It is the Insured Person’s responsibility to 
make timely premium payments to avoid a lapse in coverage. 
 

Highlights of the Student Health Insurance Plan Benefits 

METALLIC LEVEL - GOLD WITH ACTUARIAL VALUE OF 84.180% 

Preferred Providers: The Preferred Provider Network for this plan is UnitedHealthcare Choice Plus. Preferred Providers 
can be found using the following link: UHC Choice Plus. 

Student Health Center Benefits: The Deductible will be waived and benefits will be paid at 100% for Covered Medical 
Expenses incurred when treatment is rendered at the Beu Health Center. The Copayment will be waived for Covered 
Medical Expenses incurred at the Beu Health Center for the following services: Physician’s Visits and Prescription Drugs. 
Policy Exclusions and Limitations do not apply. 

 Preferred Providers Out-of-Network Providers 

Overall Plan Maximum There is no overall maximum dollar limit on the policy 

Plan Deductible $500 Per Insured Person, 
Per Policy Year 
$1,500 For all Insureds in a Family, 
Per Policy Year 

$1,000 Per Insured Person, 
Per Policy Year 
$3,000 For all Insureds in a Family, 
Per Policy Year  

Out-of-Pocket Maximum 
After the Out-of-Pocket Maximum has been 
satisfied, Covered Medical Expenses will be 
paid at 100% for the remainder of the Policy 
Year subject to any applicable benefit 
maximums. Refer to the plan certificate for 
details about how the Out-of-Pocket 
Maximum applies. 

$7,200 Per Insured Person, 
Per Policy Year 
$13,200 For all Insureds in a 
Family, 
Per Policy Year 

$20,000 Per Insured Person, 
Per Policy Year 
$38,400 For all Insureds in a Family, 
Per Policy Year 

  

Highlights of Coverage offered by UnitedHealthcare Student Resources 

mailto:customerservice@uhcsr.com
http://www.uhcsr.com/lookupredirect.aspx?delsys=52
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Coinsurance 
All benefits are subject to satisfaction of the 
Deductible, specific benefit limitations, 
maximums and Copays as described in the 
plan certificate. 

80% of Allowed Amount for 
Covered Medical Expenses 

50% of Allowed Amount for  
Covered Medical Expenses 

Prescription Drugs 
For insulin drugs, the total amount of 
Copayments or Coinsurance shall not 
exceed $35 for an individual prescription of 
up to a 31-day supply. 

$30 Copay for Tier 1 
$60 Copay for Tier 2 
$80 Copay for Tier 3 
Up to a 30-day supply per 
prescription filled at a 
UnitedHealthcare Pharmacy 
(UHCP) Retail Network Pharmacy 
not subject to Deductible 

$60 Copay for generic drugs 
$80 Copay for brand name drugs 
Up to a 30-day supply per 
prescription 
50% of billed charge 
after Deductible 

Preventive Care Services 
Including but not limited to: annual 
physicals, GYN exams, routine screenings 
and immunizations.  No Deductible, Copays, 
or Coinsurance will be applied when the 
services are received from a Preferred 
Provider. Please visit 
www.healthcare.gov/preventive-care-
benefits/ for a complete list of the services 
provided for specific age and risk groups. 

100% of Allowed Amount 80% of Allowed Amount 
after Deductible 

The following services have per service 
Copays 
This list is not all inclusive. Please read the 
plan certificate for complete listing of 
Copays. 

Physician’s Visits: $25 
not subject to Deductible 
Medical Emergency Expenses: 
$300 
after Deductible 
The Copay will be waived if 
admitted to the Hospital. 

Medical Emergency Expenses: 
$300 
after Deductible 
The Copay will be waived if  
admitted to the Hospital. 

Outpatient Mental Illness/Substance Use 
Disorder Treatment, except Medical 
Emergency and Prescription Drugs 

Office Visits: $25 
Allowed Amount 
not subject to Deductible 
Other Outpatient Services: 
Allowed Amount 
after Deductible 

Office Visits: 
Allowed Amount 
after Deductible 
Other Outpatient Services: 
Allowed Amount 
after Deductible 

Pediatric Dental and Vision Benefits Refer to the plan certificate for details (age limits apply). 

 

Exclusions and Limitations 

No benefits will be paid for: a) loss or expense caused by, or resulting from; or b) treatment, services or supplies for, at, or 
related to any of the following: 

1. Acne, except as specifically provided in the Policy. 
2. Acupuncture.   
3. Addiction, such as:  

• Caffeine addiction. 

• Non-chemical addiction, such as: gambling, sexual, spending, shopping, working and religious.  

• Codependency. 
4. Behavioral problems. Conceptual disability. Developmental delay or disorder or intellectual disability. Learning 

disabilities. Milieu therapy. Parent-child problems.  
This exclusion does not apply to benefits specifically provided in the Policy. 

5. Biofeedback. 
6. Chronic pain disorders. 
7. Circumcision, except if Medically Necessary due to Injury, Sickness, or functional Congenital Condition. 
8. Cosmetic procedures, except as specifically provided in the Policy or reconstructive procedures to: 

• Correct an Injury or treat a Sickness for which benefits are otherwise payable under the Policy.  The primary 
result of the procedure is not a changed or improved physical appearance. 

• Treat or correct Congenital Conditions. 
9. Custodial Care. 

• Care provided in: rest homes, health resorts, homes for the aged, halfway houses, college infirmaries or places 
mainly for domiciliary or Custodial Care.  

• Extended care in treatment or substance use facilities for domiciliary or Custodial Care.  



24PPOSBIL-270-1 Page 4 of 7 UnitedHealthcare Student Resources 

10. Dental treatment, except: 

•  As described under Dental Treatment in the Policy. 
This exclusion does not apply to benefits specifically provided in Pediatric Dental Services. 

11. Elective Surgery or Elective Treatment.  
12. Foot care for the following, except as specifically provided in the Policy: 

• Flat foot conditions. 

• Supportive devices for the foot. 

• Subluxations of the foot. 

• Fallen arches. 

• Weak feet. 

• Chronic foot strain. 

• Routine foot care including the care, cutting and removal of corns, calluses, toenails, and bunions (except 
capsular or bone surgery).  

This exclusion does not apply to preventive foot care due to conditions associated with metabolic, neurologic, or 
peripheral vascular disease. 

13. Health spa or similar facilities. Strengthening programs. 
14. Hearing examinations. Hearing aids, except as specifically provided for in the Policy. Other treatment for hearing 

defects and hearing loss. "Hearing defects" means any physical defect of the ear which does or can impair normal 
hearing, apart from the disease process.  
This exclusion does not apply to: 

• Hearing defects or hearing loss as a result of a Congenital Condition, infection, or Injury. 

• Benefits specifically provided in the Policy. 

• Cochlear hearing aids. 

• A bone anchored hearing aid for an Insured Person with: a) craniofacial anomalies whose abnormal or absent 
ear canals preclude the use of a wearable hearing aid; or b) hearing loss of sufficient severity that it would not 
be adequately remedied by a wearable hearing aid.  

15. Hirsutism. Alopecia. 
16. Hypnosis. 
17. Immunizations, except as specifically provided in the Policy. Preventive medicines or vaccines, except where 

required for treatment of a covered Injury or as specifically provided in the Policy. 
18. Injury or Sickness for which benefits are paid or payable under any Workers' Compensation or Occupational 

Disease Law or Act, or similar legislation. 
19. Injury or Sickness outside the United States and its possessions, Canada or Mexico, except for a Medical 

Emergency when traveling for academic study abroad programs, business or pleasure. 
20. Injury sustained while: 

• Participating in any intercollegiate or professional sport, contest or competition. 

• Traveling to or from such sport, contest or competition as a participant. 

• Participating in any practice or conditioning program for such sport, contest or competition. 
21. Injury sustained while: 

• Participating in any contest or competition of intercollegiate football, etc. 

• Traveling to or from such sport, contest or competition as a participant. 

• Participating in any practice or conditioning program for such sport, contest or competition. 
22. Investigational services.  
23. Lipectomy. 
24. Marital or family counseling. 
25. Participation in a riot or civil disorder. Any loss to which a contributing cause was the Insured’s commission of or 

attempt to commit a felony or to which a contributing cause was the Insured being engaged in an illegal occupation. 
Fighting.  

26. Prescription Drugs, services or supplies as follows, except as specifically provided in the Policy: 

• Therapeutic devices or appliances, including: hypodermic needles, syringes, support garments and other non-
medical substances, regardless of intended use, except as specifically provided in the Policy. 

• Immunization agents, except as specifically provided in the Policy. 

• Drugs labeled, “Caution - limited by federal law to investigational use” or experimental drugs.  

• Products used for cosmetic purposes.  

• Drugs used to treat or cure baldness. Anabolic steroids used for body building.  

• Anorectics - drugs used for the purpose of weight control. 

• Fertility agents or sexual enhancement drugs.  

• Growth hormones, except when a Medical Necessity. 

• Refills in excess of the number specified or dispensed after one (1) year of date of the prescription. 
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27. Reproductive services for the following, except as specifically provided in the Policy:  

• Procreative counseling. 

• Genetic counseling and genetic testing. 

• Cryopreservation of reproductive materials and storage of reproductive materials, except as specifically 
provided in the Policy. 

• Premarital examinations. 

• Impotence, organic or otherwise. 

• Reversal of sterilization procedures.  
28. Research or examinations relating to research studies, or any treatment for which the patient or the patient’s 

representative must sign an informed consent document identifying the treatment in which the patient is to 
participate as a research study or clinical research study, except as specifically provided in the Policy. 

29. Routine eye examinations. Eye refractions. Eyeglasses. Contact lenses. Prescriptions or fitting of eyeglasses or 
contact lenses. Vision correction surgery. Treatment for visual defects and problems. 
This exclusion does not apply as follows: 

• When due to a covered Injury or disease process. 

• To benefits specifically provided in Pediatric Vision Services.  
30. Routine Newborn Infant Care and well-baby nursery and related Physician charge, except as specifically provided 

in the Policy. 
31. Preventive care services which are not specifically provided in the Policy, including: 

• Routine physical examinations and routine testing.  

• Preventive testing or treatment. 

• Screening exams or testing in the absence of Injury or Sickness. 
32. Services provided normally without charge by the Health Service of the Policyholder. Services covered or provided 

by the student health fee. 
33. Skeletal irregularities of one or both jaws, including orthognathia and mandibular retrognathia, except for treatment 

of temporomandibular joint dysfunction and craniomandibular disorders. Deviated nasal septum, including 
submucous resection and/or other surgical correction thereof. Nasal and sinus surgery, except for treatment of a 
covered Injury or treatment of chronic sinusitis. This exclusion does not apply to benefits specifically provided in the 
Policy. 

34. Sleep disorders, except as specifically provided in the Policy. 
35. Speech therapy, except as specifically provided in the Policy. Naturopathic services. 
36. Stand-alone multi-disciplinary smoking cessation programs. These are programs that usually include health care 

providers specializing in smoking cessation and may include a psychologist, social worker or other licensed or 
certified professional. 

37. Supplies, except as specifically provided in the Policy. 
38. Surgical breast reduction, breast augmentation, breast implants or breast prosthetic devices, or gynecomastia, 

except as specifically provided in the Policy. 
39. Treatment in a Government hospital, unless there is a legal obligation for the Insured Person to pay for such 

treatment.  
40. War or any act of war, declared or undeclared; or while in the armed forces of any country (a pro-rata premium will 

be refunded upon request for such period not covered).  
41. Weight management. Weight reduction. Nutrition programs. Treatment for obesity (except surgery for morbid 

obesity).  Surgery for removal of excess skin or fat. This exclusion does not apply to benefits specifically provided 
in the Policy.  

 

Important Terms 

ALLOWED AMOUNT means the maximum amount the Company is obligated to pay for Covered Medical Expenses. 
Allowed amounts are determined by the Company or determined as required by law, as described below.   
 
COINSURANCE means the percentage of Covered Medical Expenses that the Company pays.  
 
COPAY/COPAYMENT means a specified dollar amount that the Insured is required to pay for certain Covered Medical 
Expenses. 
 
COVERED MEDICAL EXPENSES means health care services and supplies which are all of the following: 
 

1. Provided for the purpose of preventing, evaluating, diagnosing or treating a Sickness or Injury. 
2. Medically Necessary. 
3. Specified as a covered medical expense in the Certificate under the Medical Expense Benefits or in the Schedule 

of Benefits.  
4. Not in excess of the Allowed Amount or the Recognized Amount when applicable.  
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5. Not in excess of the maximum benefit payable per service as specified in the Schedule of Benefits. 
6. Not excluded in the Certificate under the Exclusions and Limitations. 
7. In excess of the amount stated as a Deductible, if any. 

 
DEDUCTIBLE means an amount to be subtracted from the amount or amounts otherwise payable as Covered Medical 
Expenses before payment of any benefit is made. 
 
HOSPITAL means a licensed or properly accredited general hospital which is all of the following: 
 

1. Open at all times. 
2. Operated primarily and continuously for the treatment of and surgery for sick and injured persons as inpatients. 
3. Under the supervision of a staff of one or more legally qualified Physicians available at all times. 
4. Continuously provides on the premises 24 hour nursing service by Registered Nurses. 
5. Provides organized facilities for diagnosis and major surgery on the premises or in facilities available to the Hospital 

on a pre-arranged basis. 
6. Not primarily a clinic, nursing, rest or convalescent home.  

 
The requirement for major surgery facilities does not apply to treatment or services for rehabilitation or mental illness 
rendered in a hospital. 
 
MEDICAL EMERGENCY means a medical condition (including Mental Illness and Substance Use Disorder) manifesting 
itself by acute symptoms of sufficient severity (including severe pain) such that a prudent layperson, who possesses an 
average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention, 
regardless of the final diagnosis given would result in any of the following: 
 

1. Placement of the Insured's health in jeopardy. 
2. Serious impairment of bodily functions. 
3. Serious dysfunction of any body organ or part. 
4. Inadequately controlled pain. 
5. In the case of a pregnant woman, serious jeopardy to the health of the woman or unborn child. 
6. With respect to a pregnant woman who is having contractions: (a) inadequate time to complete a safe transfer to 

another Hospital before delivery; or (b) a transfer to another Hospital may pose a threat to the health or safety of 
the woman or unborn child. 

 
MEDICAL NECESSITY/MEDICALLY NECESSARY means those services or supplies provided or prescribed by a Hospital 
or Physician which are all of the following: 
 

1. Essential for the symptoms and diagnosis or treatment of the Sickness or Injury. 
2. Provided for the diagnosis, or the direct care and treatment of the Sickness or Injury. 
3. In accordance with the standards of good medical practice. 
4. Not primarily for the convenience of the Insured, or the Insured's Physician. 
5. The most appropriate supply or level of service which can safely be provided to the Insured. 

 
The Medical Necessity of being confined as an Inpatient means that both:  
 

1. The Insured requires acute care as a bed patient. 
2. The Insured cannot receive safe and adequate care as an outpatient. 

 
The Policy only provides payment for services, procedures and supplies which are a Medical Necessity. No benefits will be 
paid for expenses which are determined not to be a Medical Necessity, including any or all days of Inpatient confinement. 
 
OUT-OF-NETWORK PROVIDER means a provider who does not have a contract with the Company to provide services to 
Insured Persons. 
 
 
OUT-OF-POCKET MAXIMUM means the amount of Covered Medical Expenses that must be paid by the Insured Person 
before Covered Medical Expenses will be paid at 100% for the remainder of the Policy Year. 
 
PREFERRED PROVIDER means a provider that has a participation agreement in effect (either directly or indirectly) with 
the Company or Our affiliates to participate in Our preferred provider network. 
 
This Summary Brochure is based on Policy #2024-270-1. 
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NOTE: The information contained herein is a summary of certain benefits which are offered under a student health insurance 
policy issued by UnitedHealthcare. This document is a summary only and may not contain a full or complete recitation of 
the benefits and restrictions/exclusions associated with the relevant policy of insurance. This document is not an insurance 
policy document and your receipt of this document does not constitute the issuance or delivery of a policy of insurance. The 
Policy should be consulted to determine the governing contractual provisions. 
 
Neither you nor UnitedHealthcare has any rights or responsibilities associated with your receipt of this document. Changes 
in federal, state or other applicable legislation or regulation or changes in Plan design required by the applicable state 
regulatory authority may result in differences between this summary and the actual policy of insurance. 
 



 

NDLAP-FO-001 (11-23) 

NON-DISCRIMINATION NOTICE 

 
UnitedHealthcare Student Resources does not treat members differently because of sex, age, race, color, disability or 
national origin.  
 
If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a 
complaint to:  

 
Civil Rights Coordinator 

United HealthCare Civil Rights Grievance 
P.O. Box 30608 

Salt Lake City, UTAH 84130 
UHC_Civil_Rights@uhc.com 

 
You must send the written complaint within 60 days of when you found out about it.  A decision will be sent to you within 30 
days.  If you disagree with the decision, you have 15 days to ask us to look at it again.   
 
If you need help with your complaint, please call the toll-free member phone number listed on your health plan ID card, 
Monday through Friday, 8 a.m. to 8 p.m. ET.  
 
You can also file a complaint with the U.S. Dept. of Health and Human Services.  

 
Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 

 
Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html 

 
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD) 

 
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW 

Room 509F, HHH Building Washington, D.C. 20201 

 
We also provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you 
can ask for free language services such as speaking with an interpreter. To ask for help, please call the toll-free member 
phone number listed on your health plan ID card, Monday through Friday, 8 a.m. to 8 p.m. ET. 
 

mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html


 

  



 

  

 


