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Glossary
This list defines many common healthcare terms you might not know. Knowing these terms can help you choose 
a plan that meets your needs. Some of these words are common with many types of insurance. This glossary 
explains what the words and phrases mean for health insurance.

Allowed Amount - The highest amount your plan will cover (pay) for a service.

Annual Enrollment Period - A certain period of time when you can join a health plan or enroll in a Medicare 
plan. During that time, the plan must allow all eligible individuals to join. For people who receive coverage from 
their employer or association, the enrollment period usually occurs once a year or whenever you experience a 
life change (getting married, having/adopting a child).

Balance Billing - When a provider bills you for the difference between the provider’s charge and 
the allowed amount. For example, if the provider’s charge is $100 and the allowed amount is $70, the 
provider may bill you for the remaining $30. A preferred provider may not balance bill you for covered 
services.

Brand Name Drugs - A drug sold by a drug company under a specific name or trademark and that is 
protected by a patent. Brand name drugs may be available by prescription or over-the-counter.

Claim - A request for payment that you or your health care provider submits to your health, life or 
flexible benefits insurer when you get items or services you think are covered.

Centers for Medicare & Medicaid Services (CMS) - Formerly known as the Health Care Financing 
Administration (HCFA), CMS is the United States government agency responsible for administering 
Medicare and Medicaid. Consolidated Omnibus Budget Reconciliation Act (COBRA) - A Federal 
law that may allow you to temporarily keep health coverage after your employment ends, you lose 
coverage as a dependent of the covered employee, or another qualifying event. 

Coinsurance - A certain percent you must pay each benefit period after you have paid your deductible. 
This payment is for covered services only. You may still have to pay a copay.

Example: Your plan might cover 90 percent of your medical bill. You will have to pay the other 10 percent. 
The 10 percent is the coinsurance.

Copay  - The amount you pay to a healthcare provider at the time you receive services. You may have to pay 
a copay for each covered visit to your doctor, depending on your plan. Not all plans have a copay.

Deductible - The amount you pay for your healthcare services before your health insurer pays. Deductibles 
are based on your benefit period (typically a year at a time). 

Example: If your plan has a $2,000 annual deductible, you will be expected to pay the first $2,000 toward your 
healthcare services. After you reach $2,000, your health insurer will cover the rest of the costs.

Durable Medical Equipment (DME) - Equipment and supplies ordered by a healthcare provider for 
everyday or extended use. Coverage for DME may include: oxygen equipment, wheelchairs or crutches.

Explanation of Benefits (EOB) - A statement sent by a health insurance company to covered individuals 
explaining what medical treatments and/or services were paid for on their behalf.

End-Stage Renal Disease (ESRD) - Permanent kidney failure that requires a regular course of dialysis (a 
medical procedure that performs the work healthy kidneys would do if they could) or a kidney transplant. 
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Flexible Benefits Plan - A benefit program that offers employees a choice between various benefits 
including cash, life insurance, health insurance, vacations, retirement plans, and child care. Although a 
common core of benefits may be required, you can choose how your remaining benefit dollars are to be 
allocated for each type of benefit from the total amount promised by the employer. Sometimes you can 
contribute more for additional coverage. Premium Conversion is known as a Cafeteria plan or IRS 125 Plan.

Flexible Spending Arrangement (FSA) - An FSA is set up through an employer plan. It lets you set 
aside pre-tax money for common medical costs and dependent care. FSA funds must be used by the end of 
the calendar year. A few common FSA-qualified costs include:

• Copays for doctors’ visits, chiropractor and psychological sessions

• Hospital fees, medical tests and services (like X-rays and screenings)

• Physical rehabilitation

• Dental and orthodontic expenses (like cleaning, fillings and braces)

• Inpatient treatment for alcohol or drug addiction

• Vaccines (immunizations) and flu shots

(All subject to appropriate supporting documentation being submitted.)

Formulary - A list of prescription drugs covered by a prescription drug plan or another insurance plan 
offering prescription drug benefits. Also called a drug list.

Generic Drugs - A prescription drug that has the same active-ingredient formula as a brand-name drug. 
Generic drugs usually cost less than brand-name drugs. The Food and Drug Administration (FDA) rates 
these drugs to be as safe and effective as brand-name drugs.

Health Reimbursement Arrangement (HRA) - An account that lets an employer set aside funds for 
healthcare costs. These funds must be used to reimburse Covered Services paid for by employees who 
participate. 

Health Savings Account (HSA) - An account that lets you save for future medical costs. Money put in the 
account is not subject to federal income tax when deposited. Funds can build up and be used year-to-year. 
They are not required to be spent in a single year. Tax/IRS rules apply.

Inpatient Services - Services received when admitted to a hospital and a room and board charge is made.

Medicare  - A Federal health insurance program for people who are age 65 or older and certain younger 
people with disabilities. It also covers people with permanent kidney failure requiring dialysis or a transplant, 
sometimes called ESRD.

Medicare Annual Enrollment - The period each year when a person may enroll in a Medicare plan. The 
enrollment period is October 15 to December 7.

Medicare Advantage - A type of Medicare health plan offered by a private company that contracts with 
Medicare to provide you with all your Part A and Part B benefits. Medicare Advantage Plans include Health 
Maintenance Organizations, Preferred Provider Organizations, Private Fee-for-Service Plans, Special Needs 
Plans, and Medicare Medical Savings Account Plans. If you’re enrolled in a Medicare Advantage Plan, most 
Medicare services are covered through the plan and aren’t paid for under Original Medicare. Most Medicare 
Advantage Plans offer prescription drug coverage.

Medicare-Approved Amount - Also called “Medicare-approved charge.” This is the amount Medicare 
will pay for certain medical services or equipment. Generally you are responsible for paying 20% of the 
Medicare-approved amount.
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Medicare Broker with HRA - is an OGB sponsored plan that allows Medicare retirees to personalize their 
plan choice. (Retiree and Spouse can choose different plans according to their needs.) The retiree receives a 
subsidy in the form of a Health Reimbursement Arrangement (HRA) that they can use for premium and for 
other Federally qualified medical and drug expenses. 

Medicare Part D - A program that helps pay for prescription drugs for people with Medicare who join a 
plan that includes Medicare prescription drug coverage. There are two ways to get Medicare prescription 
drug coverage: through a Medicare Prescription Drug Plan, or a Medicare Advantage Plan that includes 
drug coverage. These plans are offered by insurance companies and other private companies approved by 
Medicare.

Medigap Policy - Medicare supplement insurance sold by private insurance companies to fill “gaps” in Original 
Medicare Plan coverage. Except in Massachusetts, Minnesota, and Wisconsin, there are 12 standardized plans 
labeled Plan A through Plan L. Medigap policies only work with the Original Medicare Plan (Parts A and B).

Network - The facilities, providers and suppliers your health insurer or plan has contracted with to provide 
health care services.

Network Provider/In-Network Provider - A healthcare provider who is part of a plan’s network.

Out-of-Network Provider/Out-of-Network Provider - A healthcare provider who is not part of a plan’s 
network. Costs associated with Out-of-Network providers may be higher or not covered by your plan. 

OGB Plan-Recognized Qualified Life Event (QLE) - An event defined by OGB that allows for a change in 
health and/or life insurance coverage or FSA benefits outside of annual enrollment.

Out-of-Pocket Cost - Cost you must pay. Out-of-pocket costs vary by plan and each plan has a maximum 
out-of-pocket (MOOP) cost. Consult your plan for more information.

Preferred Provider - A provider who has a contract with your health insurer or plan to provide services to 
you at a discount. 

Preventive Care - Services that prevent illness or detect illness at an early stage, such as flu shots and 
screening mammograms. Under the ACA, all plans are required to provide free preventive care.

Primary Care Physician (PCP) - A physician (M.D. – Medical Doctor or D.O. – Doctor of Osteopathic 
Medicine) who directly provides or coordinates a range of health care services for a patient.

Prior Authorization - Approval from a health plan that may be required before you get a service or fill a 
prescription in order for the service or prescription to be covered by your plan.

Specialist - A physician specialist focuses on a specific area of medicine or a group of patients to diagnose, 
manage, prevent or treat certain types of symptoms and conditions. A non-physician specialist is a provider 
who has more training in a specific area of health care.

Summary of Benefits and Coverage (SBC) - An easy-to-read summary that lets you make apples-to-
apples comparisons of costs and coverage between health plans. You can compare options based on price, 
benefits, and other features that may be important to you. 

Urgent Care - Care for an illness, injury or condition serious enough that a reasonable person would seek 
care right away, but not so severe it requires emergency room care.

Wellness Programs - A program intended to improve and promote health and fitness that’s usually offered 
through the work place, although insurance plans can offer them directly to their enrollees. Some examples 
of wellness programs include programs to help you stop smoking, diabetes management programs, weight 
loss programs, and preventative health screenings.
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Listed below are common health care acronyms that are used throughout this Guide.

BCBSLA– Blue Cross Blue Shield of Louisiana CMS – Centers for Medicare & Medicaid Services

EOB – Explanation of Benefits FSA – Flexible Spending Arrangement

HIPAA – Health Insurance Portability & Accountability Act HRA – Health Reimbursement Arrangement

HSA – Health Savings Account MA – Medicare Advantage

OGB – Office of Group Benefits PAC – Pre-Admission Certification

PBM – Pharmacy Benefits Manager PCP – Primary Care Physician

PHI – Protected Health Information POS – Point of Service

SPC – Specialist


