
  

 
 
 

Out-of-Network Provider Coverage 
Rules for Medical Care 

 
What if a network provider leaves our plan? 

 
We may make changes to the hospitals, doctors, and specialists (providers) that are part of your 
plan during the year. There are several reasons why your provider might leave your plan, but if 
your doctor or specialist does leave your plan, you have certain rights and protections that are 
summarized below: 

 
• Even though our network of providers may change during the year, Medicare requires 

that we furnish you with uninterrupted access to qualified doctors and specialists. 

• We will make a good faith effort to provide you with at least 30 days’ notice that your 
provider is leaving our plan so that you have time to select a new provider. 

• We will assist you in selecting a new qualified provider to continue managing your health 
care needs. 

• If you are undergoing medical treatment you have the right to request, and we will work 
with you to ensure, that the medically necessary treatment you are receiving is not 
interrupted. 

• If you believe we have not furnished you with a qualified provider to replace your 
previous provider or that your care is not being appropriately managed, you have the 
right to file an appeal of our decision. 

• If you find out that your doctor or specialist is leaving your plan, please contact us so we 
can assist you in finding a new provider and managing your care. 

You may contact Customer Service at 1-855-204-2744 for assistance in selecting a new PCP or 
to identify other participating providers. You may also look up participating providers using the 
Provider Directory or on our website at www.SCBluesMedAdvantage.com/marx21. 

 
How to get care from out-of-network providers 

 
As a member of our plan, you can choose to receive care from out-of-network providers. 
However, please note providers that do not contract with us are under no obligation to treat you, 
except in emergency situations. Our plan will cover services from either network or out-of- 
network providers, as long as the services are covered benefits and are medically necessary. 
However, if you use an out-of-network provider, your share of the costs for your covered 

http://www.scbluesmedadvantage.com/marx21.


  

services may be higher. Here are other important things to know about using out-of-network 
providers: 

 
• You can get your care from an out-of-network provider; however, in most cases that 

provider must be eligible to participate in Medicare. Except for emergency care, we 
cannot pay a provider who is not eligible to participate in Medicare. If you receive care 
from a provider who is not eligible to participate in Medicare, you will be responsible for 
the full cost of the services you receive. Check with your provider before receiving 
services to confirm that they are eligible to participate in Medicare. 

• You don’t need to get a referral or prior authorization when you get care from out-of- 
network providers. However, before getting services from out-of-network providers, you 
may want to ask for a pre-visit coverage decision to confirm that the services you are 
getting are covered and are medically necessary. (See Chapter 9, Section 4 in your 
Evidence of Coverage for information about asking for coverage decisions.) This is 
important because: 

o Without a pre-visit coverage decision, if we later determine that the services are 
not covered or were not medically necessary, we may deny coverage and you will 
be responsible for the entire cost. If we say we will not cover your services, you 
have the right to appeal our decision not to cover your care. 

• It is best to ask an out-of-network provider to bill the plan first. But, if you have already 
paid for the covered services, we will reimburse you for our share of the cost for covered 
services. Or if an out-of-network provider sends you a bill that you think we should pay; 
you can send it to us for payment. 
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o Without a pre-visit coverage decision, if we later determine that the services are 
not covered or were not medically necessary, we may deny coverage and you will 
be responsible for the entire cost. If we say we will not cover your services, you 
have the right to appeal our decision not to cover your care. See Chapter 9 (What 
to do if you have a problem or complaint) to learn how to make an appeal. 

• It is best to ask an out-of-network provider to bill the plan first. But, if you have already 
paid for the covered services, we will reimburse you for our share of the cost for covered 
services. Or if an out-of-network provider sends you a bill that you think we should pay; 
you can send it to us for payment. See Chapter 7 (Asking us to pay our share of a bill you 
have received for covered medical services or drugs) for information about what to do if 
you receive a bill or if you need to ask for reimbursement. 

• If you are using an out-of-network provider for emergency care, urgently needed 
services, or out-of-area dialysis, you may not have to pay a higher cost-sharing amount. 

 

How to ask us to pay you back or to pay a bill you have received 
 

Send us your request for payment, along with your bill and documentation of any payment you 
have made. It’s a good idea to make a copy of your bill and receipts for your records. 

 
To make sure you are giving us all the information we need to make a decision, you can fill out 
our claim form to make your request for payment. 

 
• You don’t have to use the form, but it will help us process the information faster. 

• Either download a copy of the form from our website 
(www.SCBluesMedAdvantage.com/marx21) or call Customer Service and ask for the 
form. (You can reach Customer Service by calling 1-855-204-2744.) 

 
For medical claims: Mail your request for payment together with any bills or receipts to us at this 
address: 

 
BlueCross BlueShield of South Carolina 
BlueCross Total 
P.O. Box 100191 
Columbia, SC 29202-3191 

 
Contact Customer Service if you have any questions. If you don’t know what you should have 
paid, or you receive bills and you don’t know what to do about those bills, we can help. You can 
also call if you want to give us more information about a request for payment you have already 
sent to us. 
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