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INSURANCE OPTIONS
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Individual and Family Plans in 2022
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WHERE DO I START?
Health insurance is an important part of managing your household finances
and your overall wellness.

There are two main ways individuals get health insurance benefits:

If you purchase insurance on your own, for just yourself or your family, it is important
to know your options. Consider these questions before you start shopping:

HOW LONG DO I NEED COVERAGE?
• Will I depend on this coverage for the foreseeable future?
• Do I need temporary coverage to fill a gap in between other coverage?

THROUGH AN EMPLOYER
OR ASSOCIATION GROUP

INDIVIDUALLY OR AS A FAMILY

(NOT PART OF AN EMPLOYER-SPONSORED PLAN)

WHAT CURRENT OR UPCOMING
HEALTH CARE NEEDS DO I HAVE?
• Planning a family? Have an upcoming surgery? These are things

to take into consideration when comparing plan options.
• Does a plan that requires medical underwriting (answering health

questions and disclosing preexisting conditions) make sense for me?

HOW MUCH DO I WANT TO PAY FOR COVERAGE?
• What monthly costs can I afford?
• Do I have money saved in case of unexpected medical expenses?
• Am I looking for a plan that allows me to build savings for health costs?

WHERE CAN I GET CARE?
• Does the plan cover my doctors?
• Will I need coverage outside of Nebraska other than for emergencies?

With your answers in mind, it is important to know
the difference in options available for you.
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INDIVIDUAL AND FAMILY
HEALTH INSURANCE PLANS

WHAT ARE MY OPTIONS FOR HEALTH INSURANCE?
While there are many types of health insurance plans, these are the most
common when purchasing coverage on your own (not employer sponsored):
• INDIVIDUAL OR FAMILY HEALTH INSURANCE COVERAGE (ACA OR NON-ACA)
• TEMPORARY OR SHORT-TERM LIMITED DURATION PRODUCTS
• MEDICAL DISCOUNT PLANS
• DIRECT PRIMARY CARE
• ANCILLARY OR SUPPLEMENTAL BENEFITS FOR SPECIFIC HEALTH SITUATIONS

Individual and family health insurance plans
offer health insurance benefits to you and
your family year-round. They are offered
through private insurance companies and
because of the Affordable Care Act (ACA),
you may be able to get assistance to pay
your health care costs. There are different
ways to purchase these health plans.
Temporary or short-term health
insurance, medical discount plans,
direct primary plans, and ancillary
or supplemental coverage are not
considered ACA‑compliant and would
not be eligible for premium assistance.
However, they offer unique coverage
options that may suit your needs.

TEMPORARY OR SHORT-TERM
HEALTH INSURANCE
Temporary health insurance plans
offer coverage from one to 12 months
and typically do not cover preexisting
conditions, maternity or mental health.
These plans are great for healthy
individuals looking to fill a coverage gap.

WHAT IS THE
AFFORDABLE CARE ACT (ACA)?
The ACA, formally known as the Patient
Protection and Affordable Care Act,
is a health care reform act signed into
law in 2010. It is designed to help
millions of Americans access health
coverage and offers a premium tax
credit for individuals and families who
purchase health insurance through the
Marketplace. These plans are available
to everyone regardless of health history.
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DIRECT PRIMARY CARE
A direct primary care plan is a health
care plan between you and a health
care provider. You do not pay a monthly
premium to an insurance company;
instead, you pay a monthly fee to the
healthcare provider. These direct primary
care providers do not accept any form
of insurance, and your monthly fee only
covers visits to the direct care provider.
Any visits to specialists, hospitals, or
other healthcare providers would not be
covered under a direct primary care plan.

Did you know? You can have a
supplemental plan in addition to
traditional health insurance coverage.

ANCILLARY OR
SUPPLEMENTAL COVERAGE
Ancillary or supplemental coverages
can include accident or critical illness
coverage. Unlike traditional health
insurance plans, these plans offer cash
benefits paid directly to the policyholder
for covered illnesses or injuries.

OTHER GOVERNMENT PROGRAMS
MEDICAL DISCOUNT PLANS
A medical discount plan is simply a plan
that offers discounts on medical services.
These discounts vary depending on the
provider and treatment, and there is
no cap on out-of-pocket costs. These
are not full health insurance policies.

You may also qualify for coverage
under Medicaid or the Children’s Health
Insurance Program (CHIP). These plans
provide free or low-cost health coverage to
low-income people as well as those with
disabilities. For more information on these
programs, who qualifies and how to apply,
visit healthcare.gov/medicaidchip/getting-medicaid-chip.
If you are over 65, visit Medicare.gov
for your coverage options.
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WHEN CAN I GET COVERAGE?

SPECIAL ENROLLMENT PERIOD
A special enrollment period is available any time of the year if you have a qualifying life
event. Depending on the event, you will have either 60 days before or 60 days after the
event to enroll in an ACA plan. Coverage typically goes into effect the first of the month
following the enrollment application.

NON-ACA-COMPLIANT PLAN
SOME PLANS CAN BE PURCHASED YEAR-ROUND
Most non-ACA-compliant plans can be purchased any time of the year. You can work
directly with the health insurance company or your health insurance broker to buy one
of these plans.
JAN

FEB

MARCH

APRIL

MAY

JUNE

JULY

AUG

SEP

OCT

NOV

DEC

ACA-COMPLIANT PLAN

QUALIFYING EVENT

60 DAYS AFTER

Qualifying life events include but are not limited to:

LOSS OF HEALTH COVERAGE

OTHER QUALIFYING EVENTS

• Losing existing health coverage, including
job-based, individual and student plans

• Changes in your income that affect
the coverage you qualify for

• Losing eligibility for Medicare,
Medicaid or CHIP

• Gaining membership in a federally
recognized tribe or status as an
Alaska Native Claims Settlement Act
(ANCSA) Corporation shareholder

• Turning 26 and losing coverage
through a parent’s plan

OPEN ENROLLMENT PERIOD

• Becoming a U.S. citizen

To get coverage under an ACA plan, you must enroll during the open enrollment
period each year (Nov. 1 – Dec. 15).
NOVEMBER 1

60 DAYS BEFORE

DECEMBER 15

1

15

Open Enrollment
Period begins

Deadline to make your
changes for the next
year’s coverage.

JANUARY 1

CHANGES IN HOUSEHOLD

• Leaving incarceration (jail or prison)

• Getting married or divorced

• AmeriCorps members starting
or ending their service

• Having a baby or adopting a child
• Death in the family

Your coverage begins

CHANGES IN RESIDENCE
• Moving to a different ZIP code or county
• A student moving to or from the
place they attend school
• A seasonal worker moving to or from
the place they both live and work
• Moving to or from a shelter or
other transitional housing
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HOW DO I PAY FOR COVERAGE AND CARE?

PAYING FOR CARE THROUGHOUT THE PLAN YEAR
As you receive care throughout the year, you will be responsible for a portion of the costs.

PAYING FOR YOUR POLICY
Your premium is the amount you pay each month for your health insurance coverage. If you
are applying for an ACA plan, you can see if you qualify for the Advanced Premium Tax Credit
(APTC), also known as a subsidy, to help pay for a portion or all of your health insurance
premium. This tax credit is dependent on your estimated household income. If you qualify for
the APTC, you may also qualify for additional savings through a Cost Sharing Reduction (CSR)
which lowers the amount you have to pay for deductibles, copayments and coinsurance. This
discount, often referred to as “extra savings” is only applicable to plans in the Silver category.
Eligibility for a CSR is determined when you fill out an application on the Marketplace.

1. BEGINNING OF YOUR ANNUAL INSURANCE USAGE
Deductible — Until you meet your deductible
each plan year, you pay 100% of the negotiated
amounts of your doctor and hospital bills. You may
also pay copays for services such as office visits or
prescription drugs, if your plan includes them.

YOU PAY ALL

Did you know? Four out of five enrollees can get coverage for under $10 a month after
premium tax credits are applied. Visit healthcare.gov/lower-costs to see if you qualify
for the premium tax credit.

2. DEDUCTIBLE IS MET

OR
On your own

You may purchase a plan
online or through your agent
or broker. When purchasing,
make sure to review
whether your plan is eligible
for premium assistance.
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With the help of an incomebased credit or subsidy

Once you have met your deductible, your health plan
shares the costs with you until you meet your out-ofpocket maximum (in addition to copays if applicable).

YOU PAY CO-PAYS
OR CO-INSURANCE,
INSURANCE PAYS REST

For example: If your coinsurance is 80/20, your
health plan pays 80% of covered services and you
pay 20% until your out-of-pocket-maximum is met.

3. OUT-OF-POCKET MAX IS MET
The amount you've paid for deductible, coinsurance
and any applicable copays has reached your annual
out-of-pocket maximum. Your health plan now pays
100% of covered costs until the end of your plan year.

INSURANCE PAYS ALL
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WHAT IS INCLUDED IN EVERY ACA PLAN?
As part of the ACA, there are certain benefits that these plans must cover. These include the essential
health benefits, preventive care, dental and vision.

PREVENTIVE SERVICES
Preventive services, also known as routine health care, include screenings, check-ups and counseling
to prevent illness, disease or other health problems. Under the ACA, health plans must cover these
services at no cost to you when an in-network doctor or health care provider is used. For more
information on preventive services, visit Healthcare.gov.

ESSENTIAL HEALTH BENEFITS
Essential health benefits (EHB) under the ACA are a set of 10 categories of services that a health plan
must cover. In addition to the essential health benefits listed below, plans must also include birth
control and breastfeeding coverage.

DENTAL AND VISION SERVICES
Typically, dental and vision services are not covered under a health plan. However, under the ACA,
there is some coverage for these services, specifically for individuals under the age of 19.

DENTAL
Ambulatory services outpatient
care without a hospital stay

Pediatric services, including oral and
vision care NOTE: ADULT DENTAL AND VISION COVERAGE

Pediatric dental services are available to members under the age of 19.
Covered services include the following:

AREN’T CONSIDERED ESSENTIAL HEALTH BENEFITS

Emergency services

Hospitalization surgery and overnight stays

Prescription drugs

Laboratory services

Preventive and wellness services
and chronic disease management

Mental health and substance use disorder
services, as well as behavioral health
treatment counseling and psychotherapy
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Pregnancy, maternity and newborn
care both before and after birth

Rehabilitative and habilitative
services and devices services and
devices to help people with injuries,
disabilities or chronic conditions gain
or recover mental and physical skills

TYPE A SERVICES

TYPE B SERVICES

Preventive and Diagnostic

Maintenance and Simple Restorative

Oral exams, cleanings, etc.

Fillings, extractions, etc.

TYPE C SERVICES

TYPE D SERVICES

Complex Restorative Dentistry

Medically Necessary Orthodontic Dentistry

Crowns, root canals, etc.

Braces, orthodontic extractions, etc.

VISION
Pediatric vision services are available to members under the age of 19. Covered services include
vision exams, eyeglass frames/lenses or contacts.
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METALLIC LEVELS
In addition to requiring coverage for certain benefits, the ACA also standardized plans in relation to
how much you pay. All ACA plans are grouped into different categories, often referred to as “metallic
levels.” These categories indicate how costs (coinsurance) are split between you and your insurance
plan. Please note that not all insurance companies offer plans in every category.

Category/
Metallic
Level*

Bronze

Silver

Gold

Platinum

Catastrophic

Average coinsurance
for covered services
Insurance
company pays

60%

70%

80%

90%

Description

You Pay

40%

Lowest monthly premiums
Highest costs for you when you need care
Good plans for people looking for coverage
for a serious illness or injury

30%

Moderate monthly premiums
Moderate costs for you when you need care
Good plans for people willing to pay a little more in premium
for less out of pocket costs when care is needed

20%

High monthly premiums
Lowest cost when you need care
Good plans for people willing to pay a higher premium
in exchange for lower costs when care is needed

10%

Highest monthly premiums
Lowest costs when you need care
Good plans for people willing to pay a high premium in
exchange for very low costs when care is needed

Catastrophic plans are only available for people under 30 or people of any age with
a hardship exemption. Premium costs are low, but deductibles are very high.

*Only ACA-compliant plans are grouped by metallic levels
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WHAT TYPE OF PLAN DO I NEED?

ACCESS AND COVERAGE

When selecting your health benefit plan, you have two big choices to make:

PREFERRED PROVIDER ORGANIZATION (PPO)

HEALTH MAINTENANCE ORGANIZATION (HMO)

A plan where you pay less if you use providers
in your plan’s network. You can use doctors,
hospitals and other health care providers
outside the network without a referral, although
you will have higher out-of-pocket costs.

A plan that limits coverage to care from doctors
who work for or contract with the HMO. Out-ofnetwork care is typically only covered in the case of
an emergency. You may be required to live or work
in the HMO service area to be eligible for coverage.

EXCLUSIVE PROVIDER ORGANIZATION (EPO)

POINT OF SERVICE (POS)

A plan where services are covered only if you use
doctors, hospitals and other health care providers
in the plan’s network (except in an emergency).
You are not required to get a referral to see a
specialist. Outside of an emergency, there are
no benefits for services received out-of-network

A type of plan where you pay less if you
use doctors, hospitals and other health care
providers that belong to the plan’s network.
POS plans require you to get a referral from
your primary care doctor to see a specialist.

1. How you want to pay for coverage and care: what you can afford and whether
you prefer to pay more upfront and less when you go to the doctor, or vice versa
2. Your access and coverage: what benefits you have
and which health care providers you have access to
A network consists of doctors, hospitals and other health care providers that have contracted
with your health insurer to provide health care services. Each private insurance company
offers plans that work with their distinct networks. There are various types of plans that
work with these networks; you’ll want to choose an option that best suits your needs.

PAYING FOR YOUR PLAN AND CARE
Another thing to consider when purchasing a health insurance plan is how you want to manage your
costs. Do you prefer to pay more for coverage but less when you go to the doctor? Or would you
rather have a lower monthly rate and pay more when you need services, as well as the ability to save
tax-free dollars to use on health care costs?

HSA-ELIGIBLE PLANS

NON-HSA-ELIGIBLE PLANS

A plan that is health savings account (HSA)
eligible has a higher deductible than non‑eligible
plans. The premium is may be lower and
you will pay more upfront for medical costs
(deductible) before your insurance plan starts to
share in the costs (coinsurance). These plans can
be combined with an HSA, allowing you to save
and pay for certain medical expenses tax free.

A non-HSA-eligible plan often has a lower
deductible and higher premiums than an
HSA‑eligible plan. These plans offer first-dollar
coverage, which means your health insurance
plan pays benefits for certain services, such as
copays for office visits, regardless of whether or
not your deductible has been met.

HMO

EPO

PPO

POS









Ability to see the doctor you want without a primary
care physician (PCP) to authorize the treatment







Referral from a PCP is not needed to see a specialist





Access to a network of doctors, hospitals and other
providers

Low or no deductible and generally lower premiums
Coverage for non-emergency medical expenses outside
the plan’s network






HEALTH SAVINGS ACCOUNTS
If your health plan is HSA eligible, you can open a health savings account. An HSA is an alternative
way to pay for your qualified health care expenses and save for future qualified health care expenses
on a tax-free basis. Funds in an HSA roll over each year, and the interest earned on the assets in your
account are tax free. There are limits to the amount that can be contributed to your HSA as well as
what you can use your HSA funds for. These limits depend on a variety of factors and they typically
increase each year. Visit IRS.gov for more information.
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IN NETWORK VS. OUT OF NETWORK
It is important to understand the difference between in-network and out-of-network providers.
In‑network doctors, hospitals and health care facilities have contracted with your health plan
to accept an agreed-upon payment for covered services, also known as an allowed charge or
allowable amount. This means that these doctors and hospitals cannot charge more than the
agreed amount for a covered service.
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HOW DO I MAKE THE MOST OUT OF MY
HEALTH CARE COVERAGE?
URGENT OR EMERGENCY CARE

UNDERSTANDING MY COSTS
Most plans consist of a deductible, coinsurance and out-of-pocket maximum. A deductible is
a fixed dollar amount that you have to pay annually out of pocket before your insurance pays
anything. Coinsurance is the shared cost between you and your insurance company until your
costs reach the out-of-pocket maximum.

SPECIALTY SERVICES OR PROCEDURES THAT REQUIRE PREAUTHORIZATION

Did you know? Health insurance companies negotiate with in-network providers to make
health care more affordable. This means that when you use an in-network provider, you will
never pay more than the negotiated amount for any service covered by your health plan.

You can see specialists in your provider network when you need to, without need for a referral
from a primary care provider (referrals are required if you are enrolled on an HMO or POS plan).
Some services may require preauthorization, such as surgeries, outpatient procedures, injections
or radiology. Your doctor will contact your health plan for preauthorization if needed.

UNDERSTANDING MY BENEFITS

TELEHEALTH

You will get the most out of your benefits when you use in-network doctors and hospitals. Most
companies offer online tools to find in-network providers near you.

Many plans offer benefits for telehealth services to access care when your doctor’s office is closed,
you’re too sick or busy to go in person, or when traveling. Telehealth lets you video chat with a
doctor at your convenience and can even send prescriptions to your nearest in-network pharmacy.

Though you may not be required to have a primary care physician (PCP) to get care, having
a PCP as a home base can help ensure the greatest coordination of care – knowing your
preferences and health history, making sure you get the preventive care and recommended
screenings that are offered at no cost to you, avoiding unnecessary testing, connecting you with
in-network specialty care providers, as needed.

ROUTINE AND PREVENTIVE CARE

WHAT ELSE SHOULD I CONSIDER WHEN PURCHASING A HEALTH PLAN?
You may want to consider other perks when choosing and using your plan.
Many health plans offer added perks outside of standard plan benefits.
• WELLNESS PROGRAMS

Routine preventive care is an important step to staying healthy. ACA plans (as well as some
non‑ACA plans) cover preventive visits and related services from in‑network providers. Most
preventive screenings and immunizations are available at no cost to you.

Examples of preventive care services include:
• Annual check-ups

• Immunizations

• Screenings

• Counseling

These preventive measures can help you and your family avoid developing health problems and
prevent minor issues from becoming major health concerns such as diabetes and colon cancer.
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While you are always encouraged to seek in-network care centers, you are covered in a health
emergency anywhere in Nebraska or around the world, regardless of whether providers are in
your network.

Does the plan offer any wellness programs
to help you get and stay healthy?
• MEMBER DISCOUNTS

Does the plan offer any discount
programs or member incentives?
• CUSTOMER SERVICE

• SELF-SERVICE TOOLS

What tools does the plan offer to help
me manage my benefits and claims?
• CARE MANAGEMENT AND COACHING

Does the plan offer any services, such
as care management or health coaching
to help manage chronic conditions?

Does the plan offer customer
service that is local?
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COMMON HEALTH INSURANCE TERMS
ADVANCED PREMIUM TAX CREDIT —
a tax credit that can be used to lower your
monthly premium on plans purchased
through the Health Insurance Marketplace
ALLOWABLE CHARGE/AMOUNT — an amount
the insurance company uses to calculate
their payment for covered services
COINSURANCE — the percentage of the
bill you pay after your deductible has
been met; for example, if you have 80/20
coinsurance, that means that you are
responsible for 20% of charges until you
reach out out-of-pocket maximum
COORDINATION OF BENEFITS — the process
used when you have two insurance plans,
allowing the two plans to work together so
you can get the most out of your coverage.
One plan becomes the primary plan, paying
claims first; the second plan becomes the
secondary plan, which may pay toward the
remaining cost, depending on the plan.
COPAYS — a fixed amount you pay
when you get a covered health service,
such as a doctor’s office visit
COST SHARING REDUCTION (CSR) —
a discount that lowers the amount you have
to pay for deductibles, copayments, and
coinsurance. In the Marketplace, cost-sharing
reductions are often called “extra savings.”
If you qualify, you must enroll in a plan in the
Silver category to get the extra savings.
DEDUCTIBLE — the amount you pay for
health services each calendar year before
your insurance begins to pay. Depending on
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your plan, some services, such as preventive
services, are paid before your calendar
year deductible has been satisfied.
IN-NETWORK PROVIDER — a provider (doctor,
hospital or other health care facility) contracted
by a health insurance company to accept an
agreed-upon payment for covered services
HEALTH INSURANCE MARKETPLACE® —
a service, operated by the U.S. federal
government, that helps people shop
for and enroll in health insurance
HEALTH SAVINGS ACCOUNT (HSA) —
a tax-advantaged savings account that
can be funded by individuals whose
only health care coverage is a qualified
high‑deductible health plan (QHDHP)
MEDICAL UNDERWRITING — the process
used by insurance companies to review
your demographic information and
medical history to determine eligibility
for coverage and premium amount
OFF-EXCHANGE PLANS — any plan that is
not purchased through the Health Insurance
Marketplace®. Off-exchange plans may
still be ACA compliant; however, payment
assistance (advanced premium tax credit
or cost sharing reduction) does not apply
to plans purchased off-exchange.
ON-EXCHANGE PLANS — to buy “on exchange”
means to shop and purchase a plan through
the Health Insurance Marketplace®. These
plans are offered by private insurance
companies and meet standards set out
by the federal government as outlined by

the ACA. These plans can be purchased
through Healthcare.gov, or some private
insurance companies allow you to purchase
on exchange through their own website.
OPEN ENROLLMENT PERIOD (OEP) —
the annual period (Nov. 1 – Dec. 15) in
which you can enroll in health insurance
coverage for the following calendar year
OUT-OF-NETWORK PROVIDER — a term
for providers (doctors, hospitals or other
health care facilities) that aren’t contracting
with the insurance plan. (Out-of-pocket
costs will tend to be more expensive if
you go to an out-of-network provider.)
PREEXISTING CONDITION — any health
condition for which you’ve received medical
advice or treatment for prior to the start
of your health insurance coverage
PREMIUM — the amount you’re charged
on a regular basis (monthly, per paycheck,
quarterly, etc.) for your health insurance plan
QUALIFYING EVENT — a change in your life
situation that makes you eligible for a special
enrollment period (SEP) to enroll for coverage.
Qualifying life events include, but are not limited to:
• LOSS OF HEALTH COVERAGE
x Losing existing health coverage, including
job-based, individual and student plans

• CHANGES IN HOUSEHOLD
x Getting married or divorced
x Having a baby or adopting a child
x Death in the family
• CHANGES IN RESIDENCE
x Moving to a different ZIP code or county
x A student moving to or from the
place they attend school
x A seasonal worker moving to or from
the place they both live and work
x Moving to or from a shelter or
other transitional housing
• OTHER QUALIFYING EVENTS
x Changes in your income that affect
the coverage you qualify for
x Gaining membership in a federally
recognized tribe or status as an
Alaska Native Claims Settlement Act
(ANCSA) Corporation shareholder
x Becoming a U.S. citizen
x Leaving incarceration (jail or prison)
x AmeriCorps members starting
or ending their service
SPECIAL ENROLLMENT PERIOD (SEP) —
the time frame outside the annual OEP when
you can sign up for health insurance. You
must have a qualifying event to have an SEP

x Losing eligibility for Medicare,
Medicaid or CHIP
x Turning 26 and losing coverage
through a parent’s plan
Source: healthcare.gov/glossary/health-insurance-marketplace-glossary/
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NOTES:

We’re here for you.
If you need help finding an agent or getting started,
visit NebraskaBlue.com
Or call 800-991-5650
Mon-Fri, 8 a.m. - 5 p.m. CT

Blue Cross and Blue Shield of Nebraska is an independent licensee of the Blue Cross and Blue Shield Association.
92-224 (11-02-21)

