
NALC Health Benefit Plan-2025 Seminar
Your Plan in Action: From Explanation of Benefits to 

Approvals to Appeals
Delivering 75 Years of Service – One Step at a Time
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What is an 
Explanation of 

Benefits (EOB)?

Explanation of Benefits
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An EOB is the form produced after a claim 
is paid. It serves two purposes. It informs 
the provider what we paid and what is the 
member’s responsibility. It also protects 
our members by advising them of what 
they actually owe their provider and 
informs them of services that were billed 
under their health insurance policy. 

Answer
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NALC HBP provides 
our members with 
mailed copies of the 
EOBs and provides an 
electronic version 
through our member 
portal. 

Where do I get my EOBs?
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EOBs You Receive in the Mail
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We Need Something

646: We need the patient’s other insurance company’s 
payment voucher.
630/634: The Medicare Summary Notice (MSN) is needed to 
process this charge. 
772: Our records show you have not notified us of your 
Medicare coverage. Resubmit the information to NALCHBP at 
the address listed above. 
660: It appears Medicare/other company has denied this 
charge incorrectly. Please refile it with them and ask for a 
review. 

Exclusion Codes & What They Mean
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475: To process nursing visit charges, we need the number of 
hours or the start and end times for each visit. 

262: In order to process this ambulance claim, we must have a 
copy of the run sheet. 

More Things We Might Need

309: Medical records are needed to 
consider this charge. Please forward 
them to the attention of the Claims 
Department. 



Delivering 75 Years of Service - One Step at a Time 

395: We do not cover charges for 
routine checkups or those services 
listed as non covered in the brochure.
350: Treatment for this condition is not 
covered. 
251: These services and/or supplies, 
under these conditions, are not 
covered. 
450: The claims filing limit has been 
exceeded. See Section 7. Filing a claim 
for covered services. 
180/910: This is a duplicate to a 
previously considered charge.

We Don’t Cover the Service as Billed
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278: This service or supply was not 
medically necessary. See Section 6. 
General Exclusions.

2370: No precertification obtained for this 
surgery. The provider is prohibited from 
billing these services. If you are asking for 
denied claims to be reviewed, please mail 
your request to CareAllies.

Denials That Will Require an Appeal

1066: No precertification obtained for this procedure. If you are 
asking for denied claims to be reviewed, please contact eviCore. 
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What services need approval and where 
does the approval come from?

• Medications-Caremark and SilverScript

• Mental Health and Substance Use 
Disorder-Optum

• Inpatient Admissions-Cigna

• High Tech Radiology and Musculoskeletal 
Procedures-Cigna

• Genetic Testing-Cigna

Approvals
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How Do  I Know What Needs Approval?

1) Check Section 3. How You 
Get Care in the Plan 
brochure.

2) Call the Plan. To get the 
most out of your call, have 
your doctor give you the 
procedure code and 
diagnosis code.

3) Send a message through 
the member portal.
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Who Gets the Approvals?

Normally your doctor will obtain 
the authorization or approval for 
the service they are requesting or 
the resulting inpatient admission. 
Most of the time, in order to 
determine if a service is medically 
necessary, we will need medical 
records or in some cases your 
doctor may need to speak to a 
physician from the insurance 
company. 
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What if My Doctor Says I Need a 
Predetermination?

Sometimes your provider may be concerned about coverage 
and request this type of review. Common reasons are:
• New procedures
• New procedure codes
• Experiences with other plans
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A Look Behind the Curtain
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Medications
High Tech Radiology
Inpatient Admissions
Mental Health

Approvals Handled By Our Vendors
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Appeals: When You Don’t Get the Answer You Were 
Hoping for 
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You will receive written notification explaining what was 
denied and why. The information in this letter will guide you 
to the next step.

1) Are we just missing information that can be easily 
provided?

2) Are the services being denied because they’re a Plan 
exclusion?

3) Are the services being denied because they aren’t 
medically necessary?

Figuring Out Your Next Step: Asking What & Why



Delivering 75 Years of Service - One Step at a Time 

Missing Information: The Easiest Fix
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See Section 6. General Exclusions or check the end of 
the applicable section in the brochure

What is a Plan Exclusion?

Not covered:
• Services we have not 

approved
• Outdoor residential programs
• Wilderness treatment or 

equine therapy
• Educational therapy or 

educational classes
• Bio-feedback
• Outward Bound Programs
• Personal comfort items, such 

as guest meals, beauty and 
barber services

• Respite care

Not covered:
• Over-the-counter 

medications, vitamins, 
minerals, and 
supplies, except as 
listed above

Not covered:
• Bathroom equipment, such 

as whirlpool baths, grab 
bars, shower chairs, 
commode chairs, and 
shower commode chairs

• Sun or heat lamps, shower 
commode chairs, and similar 
household equipment

• Exercise equipment, such as 
treadmills, exercise bicycles, 
stair climbers, and free 
weights

• Car seats of any kind
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Medical Necessity is defined in Section 10. of the brochure as:
Services, drugs, supplies, or equipment provided by a hospital or covered 
provider of healthcare services that we determine:
• Are appropriate to diagnose or treat your conditions, illness, or injury
• Are consistent with standards of good medical practice in the United 

States
• Are not primarily for the personal comfort or convenience of you, your 

family, or your provider
• Are not related to your scholastic education or vocational training
• In the case of inpatient care, cannot be provided safely on an outpatient 

basis
The fact that a covered provider has prescribed, recommended, or approved 
a service, supply, drug, or equipment does not, in itself, make it medically 
necessary.

Not Medically Necessary?
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• The Health Benefit Plan’s Medical Director
• Medical Directors employed by our vendors
• Independent Medical Reviewers

Who Determines if Something is Medically Necessary? 
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OPM: When We Still Don’t Agree
If you do not agree with our decision, you may ask OPM to review it.

You must write to OPM within:

• 90 days after the date of our letter upholding our initial decision; or

• 120 days after you first wrote us—if we did not answer that request in some way within 30 days; or

• 120 days after we asked for additional information

Write to OPM at: United States Office of Personnel Management, Healthcare and Insurance, Postal Service Insurance Operations (PSIO), 1900 E Street, NW, Room 3443, 
Washington, DC 20415

Send OPM the following information:

• A statement about why you believe our decision was wrong, based on specific benefit provisions in this brochure;

• Copies of documents that support your claims, such as physicians’ letters, operative reports, bills, medical records, and explanation of benefits (EOB) forms;

• Copies of all letters you sent to us about the claim;

• Copies of all letters we sent to you about the claim; and

• Your daytime phone number and the best time to call.

• Your email address, if you would like to receive OPM’s decision via email. Please note that by providing your email address, you may receive OPM’s decision more quickly.

Note: If you want OPM to review more than one claim, you must clearly identify which documents apply to which claim

Note: You are the only person who has a right to file a disputed claim with OPM. Parties acting as your representative, such as medical providers, must include a copy of your 
specific written consent with the review request. However, for urgent care claims, a healthcare professional with knowledge of your medical condition may act as your authorized 
representative without your express consent.

Note: The above deadlines may be extended if you show that you were unable to meet the deadline because of reasons beyond your control. 
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• A denial is not a full stop answer.
• You have appeal rights! Use them!
• If you don’t understand something, call 

us or send a message through the portal. 
• When in doubt, refer to the brochure.

What Am I Taking Back to My Fellow Plan Members?
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