
Glossary of Health Coverage 
and Medical Terms

Allowed Amount
This is the maximum payment the plan will pay for a covered health care service. May 
also be called “eligible expense”, “payment allowance”, or “negotiated rate.”

Claim
A request for a benefit (including reimbursement of a health care expense) made by 
you or your health care provider to your health insurer or plan for items or services 
you think are covered.

Coinsurance
Your share of the costs of a covered health care service, calculated as a percentage 
(for example, 20%) of the allowed amount for the service. You generally pay coinsur-
ance plus any deductibles you owe. 

Copayment
A fixed amount (for example, $15) you pay for a covered health care service, usual-
ly when you receive the service. The amount can vary by the type of covered health 
care service.

Cost Sharing
Your share of costs for services that a plan covers that you must pay out of your own 
pocket (sometimes called “out-of-pocket costs”). Some examples of cost sharing are 
copayments, deductibles, and coinsurance. Family cost sharing is the share of cost for 
deductibles and out-of-pocket costs you and your spouse and/or child(ren) must pay 
out of your own pocket. 
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Deductible
An amount you could owe during a coverage period (usually one year) for covered 
health care services before your plan begins to pay. An overall deductible applies to 
all or almost all covered items and services. A plan with an overall deductible may also 
have separate deductibles that apply to specific services or groups of services. A plan 
may also have only separate deductibles.

Emergency Room Care / Emergency Services
Services to check for an emergency medical condition and treat you to keep an emer-
gency medical condition from getting worse. These services may be provided in a 
licensed hospital’s emergency room or other place that provides care for emergency 
medical conditions.

Formulary
A list of drugs your plan covers. A formulary may include how much your share of the 
cost is for each drug. Your plan may put drugs in different cost sharing levels or tiers. 

Hospitalization
Care in a hospital that requires admission as an inpatient and usually requires an over-
night stay. Some plans may consider an overnight stay for observation as outpatient 
care instead of inpatient care.

Hospital Outpatient Care
Care in a hospital that usually doesn’t require an overnight stay.

In-network Coinsurance
Your share (for example, 20%) of the allowed amount for covered health care ser-
vices. Your share is usually lower for in-network covered services.

In-network Copayment
A fixed amount (for example, $15) you pay for covered health care services to provid-
ers who contract with your health insurance or plan. In-network copayments usually 
are less than out-of-network copayments.
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Maximum Out-of-pocket Limit
Yearly amount the federal government sets as the most each individual or family can 
be required to pay in cost sharing during the plan year for covered, in-network ser-
vices. Applies to most types of health plans and insurance. 

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

Network Provider (Preferred Provider)
A provider who has a contract with your health insurer or plan who has agreed to pro-
vide services to members of a plan. You will pay less if you see a provider in the net-
work. Also called “preferred provider” or “participating provider.”

Out-of-network Copayment
A fixed amount (for example, $30) you pay for covered health care services from pro-
viders who do not contract with your health insurance or plan. Out-of-network copay-
ments usually are more than in-network copayments.

Out-of-network Provider (Non-Preferred Provider)
A provider who doesn’t have a contract with your plan to provide services. If your plan 
covers out-of-network services, you’ll usually pay more to see an out-of-network 
provider than a preferred provider. Your policy will explain what those costs may be. 
May also be called “non-preferred” or “non-particiapting” instead of “out-of-network 
provider”.

Out-of-pocket Limit
The most you could pay during a coverage period (usually one year) for your share of 
the costs of covered services. After you meet this limit the plan will usually pay 100% 
of the allowed amount. This limit helps you plan for health care costs. This limit never 
includes your premium, balance-billed charges or health care your plan doesn’t cover. 
Some plans don’t count all of your copayments, deductibles, coinsurance payments, 
out-of-network payments, or other expenses toward this limit. 
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Preauthorization
A decision by your health insurer or plan that a health care service, treatment plan, 
prescription drug or durable medical equipment (DME) is medically necessary. Some-
times called prior authorization, prior approval or precertification. Your health insur-
ance or plan may require preauthorization for certain services before you receive 
them, except in an emergency. Preauthorization isn’t a promise your health insurance 
or plan will cover the cost.

Premium
The amount that must be paid for your health insurance or plan. You and/or your em-
ployer usually pay it monthly, quarterly, or yearly.

Primary Care Provider
A physician, including an M.D. (Medical Doctor) or D.O. (Doctor of Osteopathic Med-
icine), nurse practitioner, clinical nurse specialist, or physician assistant, as allowed 
under state law and the terms of the plan, who provides, coordinates, or helps you 
access a range of health care services.

Referral
A written order from your primary care provider for you to see a specialist or get cer-
tain health care services. In many health maintenance organizations (HMOs), you 
need to get a referral before you can get health care services from anyone except 
your primary care provider. If you don’t get a referral first, the plan may not pay for 
the services.

Screening
A type of preventive care that includes tests or exams to detect the presence of some-
thing, usually performed when you have no symptoms, signs, or prevailing medical 
history of a disease or condition.

Specialist
A provider focusing on a specific area of medicine or a group of patients to diagnose, 
manage, prevent, or treat certain types of symptoms and conditions.
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Urgent Care
Care for an illness, injury, or condition serious enough that a reasonable person would 
seek care right away, but not so severe as to require emergency room care.
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