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Summary of Material Modifications (SMM)  

OSI Restaurant Partners, LLC Group Health Benefit 
Plan 

Group Number: 742848 

 OSI Restaurant Partners, LLC 
Effective Date of this SMM: July 1, 2018 

A Summary Plan Description (SPD) was published effective January 1, 2018. This SMM to the Plan SPD 
is issued by the Plan Sponsor as described below. 

Because this SMM is part of a legal document, the Plan Sponsor wants to give you information about the 
document that will help you understand it. Certain capitalized words have special meanings. The 
definitions for these words are in the SPD in Section 14, Glossary.  

What are the Modifications to the Plan? 
These modifications and clarifications are intended as a summary to supplement the SPD. It is important 
that you keep this SMM with your SPD since this material plus the SPD is your complete SPD. In the 
event of any discrepancy between this SMM and the SPD, the provisions of this SMM shall govern. 

Covered Health Services.  

Modification to Section 6, Additional Coverage Details. 
• Transplants. Organ and tissue transplants include CAR-T cell therapy. 

Services, treatments, items or supplies that are not Covered Health Services. 
Modification to Section 8, Exclusions and Limitations. 
• Drugs. Certain New Pharmaceutical products are not covered. 

• Habilitative Services 

• Mental Health, Neurobiological Disorders - Autism Spectrum Disorder Services and Substance-
Related and Addictive Disorders Services. 

Administrative processes and Plan information. Modification as described under 
the following:  

Modification to Section 9, Claims Procedures 
• If Your Provider Does Not File Your Claims You may be receiving this SMM if your current Plan SPD 

does not clearly address your Pay the Enrollee election. Accurately describing the plan elections is 
necessary to enforce a prohibition on the assignment of benefits to Non-Network providers.  
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Modification to Section 13, Other Important Information 
• Reimbursement Policy Description. A reimbursement methodology established by OptumInsight 

and/or a third party vendor, which is based on CMS coding principles, to determine appropriate 
reimbursement levels for Emergency Health Services may be applied. 

• Incentives to You. 

Defined Terms. Modification to Section 14, Glossary. 
• Certain terms have been added and/or revised. 

In the event of any discrepancy between this SMM and the SPD, the provisions of this SMM shall govern. 

 

A) The provision for Transplantation Services is replaced in its entirety with the following. 

Transplantation Services 
Organ and tissue transplants including CAR-T cell therapy for malignancies when ordered by a 
Physician. Benefits are available for transplants when the transplant meets the definition of a Covered 
Health Service, and is not an Experimental or Investigational or Unproven Service. 

Examples of transplants for which Benefits are available include bone marrow including CAR-T cell 
therapy for malignancies, heart, heart/lung, lung, kidney, kidney/pancreas, liver, liver/small bowel, 
pancreas, small bowel and cornea. 

Benefits are available to the donor and the recipient when the recipient is covered under this Plan. 
Donor costs that are directly related to organ removal or procurement are Covered Health Services 
for which Benefits are payable through the organ recipient's coverage under the Plan. 

The Claims Administrator has specific guidelines regarding Benefits for transplant services. Contact 
the Claims Administrator at the number on your ID card for information about these guidelines. 

Transplantation services including evaluation for transplant, organ procurement and donor searches 
and transplantation procedures may be received by a Designated Provider, Network facility that is not 
a Designated Provider or a non-Network facility. 

Benefits are also available for cornea transplants. You are not required to obtain prior authorization 
from the Claims Administrator for Personal Health Support of a cornea transplant nor is the cornea 
transplant required to be performed by a Designated Provider. 

Note: The services described under the Travel and Lodging Assistance Program are Covered Health 
Services only in connection with transplant services received by a Designated Provider. 

 

 

B) The Plan is amended to add the following drug exclusion to the medical plan in its entirety. 

Drugs 
6. Certain New Pharmaceutical Products and/or new dosage forms until the date as determined 

by the Claims Administrator's designee, but no later than December 31st of the following 
calendar year. 
 
This exclusion does not apply if you have a life-threatening Sickness or condition (one that is 
likely to cause death within one year of the request for treatment). If you have a life-threatening 
Sickness or condition, under such circumstances, Benefits may be available for the New 
Pharmaceutical Product to the extent provided for in Section 6, Additional Coverage Details. 
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C) The Plan is amended to replace the Mental Health, Neurobiological Disorders - Autism 
Spectrum Disorder Services and Substance-Related and Addictive Disorders Services 
exclusions in its entirety. 

Mental Health, Neurobiological Disorders - Autism Spectrum 
Disorder Services and Substance-Related and Addictive Disorders 
Services 

In addition to all other exclusions listed in this Section 8, Exclusions and Limitations, the 
exclusions listed directly below apply to services described under Mental Health Services, 
Neurobiological Disorders - Autism Spectrum Disorder Services and/or Substance-Related and 
Addictive Disorders Services in Section 6, Additional Coverage Details. 

1. Services performed in connection with conditions not classified in the current edition of the 
International Classification of Diseases section on Mental and Behavioral Disorders or 
Diagnostic and Statistical Manual of the American Psychiatric Association. 

2. Outside of an initial assessment, services as treatments for a primary diagnosis of conditions 
and problems that may be a focus of clinical attention, but are specifically noted not to be 
mental disorders within the current edition of the Diagnostic and Statistical Manual of the 
American Psychiatric Association. 

3. Outside of initial assessment, services as treatments for the primary diagnoses of learning 
disabilities, conduct and disruptive impulse control and conduct disorders, gambling disorder, 
and paraphilic disorders. 

4. Services that are solely educational in nature or otherwise paid under state or federal law for 
purely educational purposes. 

5. Tuition for or services that are school-based for children and adolescents required to be 
provided by, or paid for by, the school under the Individuals with Disabilities Education Act. 

6. Outside of initial assessment, unspecified disorders for which the provider is not obligated to 
provide clinical rationale as defined in the current edition of the Diagnostic and Statistical 
Manual of the American Psychiatric Association. 

7. Transitional Living services. 

 

D) The Plan is amended to add the following habilitative exclusion in its entirety. 

Procedures and Treatments 
1. Habilitative services for maintenance/preventive treatment. 

 

E) The Plan is amended to replace the Payment of Benefits section in its entirety. 

Payment of Benefits 

You may not assign your Benefits under the Plan or any cause of action related to your Benefits 
under the Plan to a non-Network provider without UnitedHealthcare's consent.  When you assign your 
Benefits under the Plan to a [3non-Network] provider with UnitedHealthcare's consent, and the non-
Network provider submits a claim for payment, you and the non-Network provider represent and 
warrant that the Covered Health Services were actually provided and were medically appropriate. 

When UnitedHealthcare has not consented to an assignment, UnitedHealthcare will send the 
reimbursement directly to you (the Employee) for you to reimburse the non-Network provider upon 
receipt of their bill. However, UnitedHealthcare reserves the right, in its discretion, to pay the non-
Network provider directly for services rendered to you.  When exercising its discretion with respect to 
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payment, UnitedHealthcare may consider whether you have requested that payment of your Benefits 
be made directly to the non-Network provider.  Under no circumstances will UnitedHealthcare pay 
Benefits to anyone other than you or, in its discretion, your provider. Direct payment to a non-Network 
provider shall not be deemed to constitute consent by UnitedHealthcare to an assignment or to waive 
the consent requirement. When UnitedHealthcare in its discretion directs payment to a non-Network 
provider, you remain the sole beneficiary of the payment, and the non-Network provider does not 
thereby become a beneficiary. Accordingly, legally required notices concerning your Benefits will be 
directed to you, although UnitedHealthcare may in its discretion send information concerning the 
Benefits to the non-Network provider as well. If payment to a non-Network provider is made, the Plan 
reserves the right to offset Benefits to be paid to the provider by any amounts that the provider owes 
the Plan (including amounts owed as a result of the assignment of other plans’ overpayment recovery 
rights to the Plan), pursuant to Refund of Overpayments in Section 10, Coordination of Benefits. 

 

F) The Plan is amended to replace the following provision in its entirety. 

Review and Determine Benefits in Accordance with the Claims 
Administrator's Reimbursement Policies 
The Claims Administrator develops its reimbursement policy guidelines, in its sole discretion, in 
accordance with one or more of the following methodologies: 

• As shown in the most recent edition of the Current Procedural Terminology (CPT), a publication of 
the American Medical Association, and/or the Centers for Medicare and Medicaid Services 
(CMS). 

• As reported by generally recognized professionals or publications. 

• As used for Medicare. 

• As determined by medical staff and outside medical consultants pursuant to other appropriate 
sources or determinations that the Claims Administrator accepts. 

Following evaluation and validation of certain provider billings (e.g., error, abuse and fraud reviews), 
the Claims Administrator's reimbursement policies are applied to provider billings the Claims 
Administrator shares its reimbursement policies with Physicians and other providers in the Claims 
Administrator's Network through the Claims Administrator's provider website. Network Physicians and 
providers may not bill you for the difference between their contract rate (as may be modified by the 
Claims Administrator's reimbursement policies) and the billed charge. However, out-of-Network 
providers may bill you for any amounts the Plan does not pay, including amounts that are denied 
because one of the Claims Administrator's reimbursement policies does not reimburse (in whole or in 
part) for the service billed. You may get copies of the Claims Administrator's reimbursement policies 
for yourself or to share with your out-of-Network Physician or provider by contacting the Claims 
Administrator at myuhc.com or the telephone number on your ID card. 

The Claims Administrator may apply a reimbursement methodology established by OptumInsight 
and/or a third party vendor, which is based on CMS coding principles, to determine appropriate 
reimbursement levels for Emergency Health Care Services. The methodology is usually based on 
elements reflecting the patient complexity, direct costs, and indirect costs of an Emergency Health 
Care Service. If the methodology(ies) currently in use become no longer available, the Claims 
Administrator will use comparable methodology(ies). The Claims Administrator and OptumInsight are 
related companies through common ownership by UnitedHealth Group. Refer to the Claims 
Administrator's website at myuhc.com for information regarding the vendor that provides the 
applicable methodology. 

 

G) The Plan is amended to replace the following provision in its entirety. 
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Incentives to You 
Sometimes you may be offered coupons, enhanced Benefits, or other incentives to encourage you to 
participate in various wellness programs or certain disease management programs, surveys, discount 
programs and/or programs to seek care in a more cost effective setting and/or from Designated 
Providers. In some instances, these programs may be offered in combination with a non-
UnitedHealthcare entity. The decision about whether or not to participate is yours alone but OSI 
Restaurant Partners, LLC recommends that you discuss participating in such programs with your 
Physician. These incentives are not Benefits and do not alter or affect your Benefits. You may call the 
number on your ID card if you have any questions. Additional information may be found in Section 7, 
Clinical Programs and Resources. 

 

H) The Plan is amended to replace the following provision in the medical plan is in its entirety. 

Rebates and Other Payments 
OSI Restaurant Partners, LLC and the Claims Administrator may receive rebates for certain drugs 
that are administered to you in a Physician's office, or at a Hospital or Alternate Facility. This includes 
rebates for those drugs that are administered to you before you meet your Annual Deductible. OSI 
Restaurant Partners, LLC and the Claims Administrator may pass a portion of these rebates on to 
you. When rebates are passed on to you, they may be taken into account in determining your Copays 
or Coinsurance. 

 

I) The Plan is amended to replace the following definition in its entirety. 

Covered Health Services – those health services, including services, supplies or Pharmaceutical 
Products, which the Claims Administrator determines to be:  

• Provided for the purpose of preventing, evaluating, diagnosing or treating a Sickness, Injury, 
Mental Illness, substance-related and addictive disorders, condition, disease or its symptoms. 

• Medically Necessary. 

• Described as a Covered Health Service in this SPD under Section 5, Plan Highlights and Section 
6, Additional Coverage Details. 

• Provided to a Covered Person who meets the Plan's eligibility requirements, as described under 
Eligibility in Section 2, Introduction. 

• Not otherwise excluded in this SPD under Section 8, Exclusions and Limitations. 

 

J) The Plan is amended to replace the following definition in its entirety. 

Medically Necessary – health care services that are all of the following as determined by the Claims 
Administrator or its designee, within the Claims Administrator’s sole discretion. The services must 
be: 

• In accordance with Generally Accepted Standards of Medical Practice. 

• Clinically appropriate, in terms of type, frequency, extent, service site and duration, and considered 
effective for your Sickness, Injury, [Mental Illness,][mental illness,] substance-related and addictive 
disorders disease or its symptoms. 

• Not mainly for your convenience or that of your doctor or other health care provider. 

• Not more costly than an alternative drug, service(s), service site or supply that is at least as likely 
to produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of your 
Sickness, Injury, disease or symptoms. 
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Generally Accepted Standards of Medical Practice are standards that are based on credible scientific 
evidence published in peer-reviewed medical literature generally recognized by the relevant medical 
community, relying primarily on controlled clinical trials, or, if not available, observational studies 
from more than one institution that suggest a causal relationship between the service or treatment 
and health outcomes. 

If no credible scientific evidence is available, then standards that are based on Physician specialty 
society recommendations or professional standards of care may be considered.  The Claims 
Administrator reserves the right to consult expert opinion in determining whether health care services 
are Medically Necessary. The decision to apply Physician specialty society recommendations, the 
choice of expert and the determination of when to use any such expert opinion, shall be within the 
Claims Administrator’s sole discretion. 

The Claims Administrator develops and maintains clinical policies that describe the Generally 
Accepted Standards of Medical Practice scientific evidence, prevailing medical standards and clinical 
guidelines supporting its determinations regarding specific services. These clinical policies (as 
developed by the Claims Administrator and revised from time to time), are available to Covered 
Persons on www.myuhc.com or by calling the number on your ID card, and to Physicians and other 
health care professionals on www.UHCprovider.com. 

 

K) The Plan is amended to replace the following definitions in their entirety. 

Mental Health Services - Covered Health Services for the diagnosis and treatment of those mental 
health or psychiatric categories that are listed in the current edition of the International Classification 
of Diseases section on Mental and Behavioral Disorders or the Diagnostic and Statistical Manual of 
the American Psychiatric Association. The fact that a condition is listed in the current edition of the 
International Classification of Diseases section on Mental and Behavioral Disorders or Diagnostic 
and Statistical Manual of the American Psychiatric Association does not mean that treatment for the 
condition is a Covered Health Service. 

Mental Illness – those mental health or psychiatric diagnostic categories listed in the current edition 
of the International Classification of Diseases section on Mental and Behavioral Disorders or 
Diagnostic and Statistical Manual of the American Psychiatric Association. The fact that a condition 
is listed in the current edition of the International Classification of Diseases section on Mental and 
Behavioral Disorders or Diagnostic and Statistical Manual of the American Psychiatric Association 
does not mean that treatment for the condition is a Covered Health Service. 

Substance-Related and Addictive Disorders Services - Covered Health Services for the 
diagnosis and treatment of alcoholism and substance-related and addictive disorders that are listed 
in the current edition of the International Classification of Diseases section on Mental and Behavioral 
Disorders or Diagnostic and Statistical Manual of the American Psychiatric Association. The fact that 
a disorder is listed in the edition of the International Classification of Diseases section on Mental and 
Behavioral Disorders or Diagnostic and Statistical Manual of the American Psychiatric Association 
does not mean that treatment of the disorder is a Covered Health Service. 

 

L) The Plan is amended to add the following definitions to the medical plan in their entirety. 

New Pharmaceutical Product - a Pharmaceutical Product or new dosage form of a previously 
approved Pharmaceutical Product. It applies to the period of time starting on the date the 
Pharmaceutical Product or new dosage form is approved by the U.S. Food and Drug Administration 
(FDA) and ends on the earlier of the following dates. 

• The date it is reviewed. 

• December 31st of the following calendar year. 

Pharmaceutical Product(s) – U.S. Food and Drug Administration (FDA)-approved prescription 
medications or products administered in connection with a Covered Health Service by a Physician. 
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