
Need More Information?  
Glossary of Health Care Financing Terms   

Benefit

Certification Of 
Prior Coverage

Children’s 
Health Insurance 
Program (CHIP)

Claim

COBRA

The amount payable by the insurance 
company to an individual (or a provider)  
for a health care service that is part of the  
insured’s coverage. 

A certificate of prior coverage is issued when 
a person who was insured under employer-
sponsored coverage leaves their job. It 
provides information on the amount of time 
a person held insurance coverage. This can be 
important as it can be used as a credit to  
reduce pre-existing condition limitations 
when you enroll in a new plan.

The Children’s Health Insurance Program 
(CHIP) is jointly financed by the federal and 
state governments and is administered by 
the states. It provides health care coverage 
to uninsured children whose families meet 
state-specific income eligibility limits. 
Within broad federal guidelines, each state 
determines the design of its program, 
eligibility groups, benefit packages, payment 
levels for coverage, and administrative and 
operating procedures.

A request to the insurance company by an 
individual (or his or her provider) to pay for 
services obtained from a provider.

Most people get their health care coverage 
through plans offered by their employer.  A 
COBRA plan allows an employee who leaves 
a job or whose company stops offering health 
insurance to continue to be covered under the 
company’s health plan for up to 18 months.  
The Consolidated Omnibus Reconciliation 
Act of 1985 (or COBRA) is the federal 
legislation that established this option for 
health insurance coverage.

Part 5 411 on Insurance
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Co-Insurance

Co-Pay

Deductible

Dependents

Explanation Of  
Benefits (EOB)

Exclusions And  
Limitations

Group Insurance

When you have co-insurance, instead of 
paying one set amount for a particular 
health care expense like you do with a 
co-pay, you pay a percentage of the total 
cost for your care, usually after paying a 
deductible.  Co-insurance is common in 
indemnity and PPO plans. 

Most HMOs and some other plans provide 
full coverage for certain expenses with the 
insured paying only small, set co-pay to the 
provider at the time of service. 

The amount you must pay before your 
health insurance plan begins paying your 
health care expenses. HMO and POS plans 
may eliminate deductibles when you 
remain in-network for your care.

Spouse and/or unmarried children (whether 
natural, adopted or step) of a subscriber.

The insurance company’s written 
explanation for a claim, showing what 
they paid and what the subscriber must pay. 

Depending on your policy, some services 
may not be included in your health plan 
benefits, like cosmetic dentistry or mental 
health care. And some items are limited, 
such as the length of time you can stay in 
the hospital. You are responsible for the 
cost of services excluded or limited by your 
plan.

Coverage through an employer or other  
entity that covers all individuals in the 
group. The premiums for group insurance 
are generally less expensive than for  
individual insurance.  In Florida, both a 
single, self-employed individual and an  
employer with employees are eligible  
to buy group insurance. Proof of self-
employment or business existence through 
income tax records is usually required.



HMO- Health 
Maintenance 
Organization

Indemnity Plan

Individual Health 
Insurance

In-Network

Managed 
Care

Available to groups and individuals,  
HMO plans offer payment of benefits with  
co-pays required. These plans usually do 
well in providing coverage for preventative 
care and routine health care needs like those 
in an uncomplicated pregnancy. Members 
must use doctors and other providers who 
are contracted with the HMO or obtain a 
referral or authorization to see an out-of-
network provider. The co-pay is sometimes 
higher for such providers.

Insurance that allows the policyholder to 
use any doctor or other provider they want 
or need. Unlike PPO or HMO plans, there is 
no list of contracted providers or a network 
to be concerned about.

Plans obtained by individuals and families 
who pay premiums directly to the insurer, 
instead of through an employer (see group 
insurance). The insurance company or 
HMO may decline to issue coverage for  
individuals with pre-existing medical  
conditions.  

Providers or health care facilities which 
are part of a health plan’s network of 
providers with which it has negotiated a 
discount. Insured individuals usually pay 
less when using an in-network provider, 
because those networks provide services at 
lower cost to the insurance companies with 
which they have contracts.

A medical delivery system that attempts  
to manage the quality and cost of medical 
services that individuals receive. Most  
managed care systems offer HMOs and 
PPOs that individuals are encouraged  
to use for their health care services.  
Some managed care plans attempt to  
improve health quality, by emphasizing  
preventative care and covering wellness 
activities (like smoking cessation, weight 
control, etc.)
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Medicaid

Medicare

Open
Enrollment

Out-of-
Network

Out-of-Pocket 
Limit

POS- Point of 
Service Plans

Medicaid provides coverage for health care  
and health-related services to low income  
children and adults, in addition to some people 
with disabilities.  Medicaid is a federal-state  
partnership; it is overseen by the federal 
government, but is administered by the individual 
states. That is why different states have different 
eligibility rules and offer different kinds of benefits.  
The federal and state governments share the cost of 
covering people through Medicaid.

Medicare is a federal health insurance program 
for people who are age 65 or older, certain persons 
with disabilities, or those with end-stage kidney 
disease. Unlike Medicaid, Medicare is run by the 
federal government alone, so the eligibility rules 
and benefits are the same in every state.

Time period when members of group health  
insurance plans can enroll or change their  
benefits program; generally held once a year.

This phrase usually refers to physicians, hospitals 
or other health care providers who are considered 
non-participants in an insurance plan (usually 
an HMO or PPO). Depending on an individual’s 
health insurance plan, expenses incurred through 
out-of-network health professionals may not be 
covered, or covered only in part by an individual’s 
insurance company.

If you have an out-of-pocket limit as part  
of your plan, once you spend a certain dollar 
amount on covered medical services (including 
your co-pays and deductibles) your insurance  
company will pay the rest of your medical  
expenses for the remainder of the year.

An insurance plan that allows the insured to obtain 
health care services out-of-network. This option 
usually requires the subscriber to pay a deductible 
and co-insurance, and provides less coverage than 
within the network.



PPO- Preferred 
Provider 
Organization

Pre-Existing 
Condition

Premiums

Primary Care  
Physician (PCP)

Prior 
Authorization

An insurance plan, usually with a deductible  
and co-insurance, which offers full benefits  
when using in-network providers. Benefits are 
available out-of-network, but at a lower level and 
/or higher cost. Some PPO plans have Primary 
Care Provider referral requirements (see referral) 
and some PPO plans offer benefits with a co-pay 
and no deductible for certain services.

A medical condition that is excluded from  
coverage by an insurance company because the 
condition was believed to exist prior to the  
individual obtaining a policy from the particular 
insurance company. Currently, insurance  
companies can deny or drop coverage to  
individuals they determine to have ‘pre-existing’ 
conditions. Beginning in September, 2010,  
the Patient Protection and Affordable Care Act
ensures that insurance companies will no longer 
be able to deny coverage due to pre-existing  
conditions to children under age 19. Beginning 
January, 2014, insurers will no longer be allowed 
to deny adults with pre-existing conditions.  

Total monthly or annual payment to the  
insurance company in return for providing  
coverage.

Most HMO’s and some PPOs require the insured 
to select a primary care physician (PCP) who is 
usually a general practitioner, pediatrician,  
family physician, internist or other non specialist. 
The PCP is responsible for being ‘in charge’ of a 
patient’s overall health care.  Some plans require 
the insured obtain a referral from the PCP before 
seeing a specialist.

Some health insurance plans require that before 
any hospitalization or certain other procedures or 
treatments, the insurance company be contacted 
and told of the “course of treatment” which is 
planned. Authorization (or permission) for  
the hospitalization or treatment must be given  
first. If it is not, the plan may not cover the  
hospitalization or treatment or may cover less of 
the cost. 
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Private Health 
Insurance

Provider

Provider Network

Public Health 
Insurance

Referral

Insurance plans marketed by the private 
health insurance industry.  The majority 
of the non-elderly population in the U.S. 
are covered through private health insurance. 
Coverage includes policies obtained through 
employer-sponsored insurance, with  
approximately 62% of non-elderly Americans 
receiving insurance provided as a benefit of 
employment. Another 5% of the non-elderly 
group bought coverage outside of the  
workplace on the individual health insurance 
market. 

Provider is a term used for health 
professionals who provide health care 
services. Sometimes, the term refers only  
to physicians. Often, however, the term also 
refers to other health care professionals  
such as hospitals, nurse practitioners,  
chiropractors, physical therapists, and others 
offering specialized health care services.

A list of doctors, hospitals, and other  
providers that an HMO or PPO has a  
contract with to provide health care  
services to its members. Many provider 
networks have contracts with more than one 
insurance company and some are  
established and maintained by the  
insurance company or HMO themselves. 

Health insurance coverage that is funded  
by public (tax) dollars, usually through  
the state or federal government. Publically 
funded programs in include  Medicare,  
Medicaid and the Children’s Health  
Insurance Program (CHIP).

Most HMO and PPO plans require the  
insured to obtain a referral from a primary 
care provider (PCP) before seeing any  
specialist. Depending on the PCP, this can 
be done with a simple telephone call or may 
require a visit to the PCP. The purpose of  
referrals is to avoid unnecessary specialist  
visits and the resulting cost to the insurer.
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Self Insured  
Plans

State Mandated 
Benefits

Student Health 
Coverage

Subscriber/
Policyholder/
Insured

Coverage offered by a company, typically a large 
employer, that chooses to pay employees’ health 
care costs directly, instead of purchasing health 
insurance coverage through a private insurance 
company.  Benefits are usually administered 
through a health plan.

A specific benefit that must be covered by private 
insurers as a matter of state law.  Companies that 
self-insure are exempt from such mandates.

In recent years, many colleges have begun  
requiring proof of health insurance for students. 
Coverage options include insurance through 
family policies and coverage through school-
sponsored student health plans, now offered by 
more than 80 percent of public four-year colleges. 
Students may also seek coverage through an 
employer’s plan if they’re employed full time, or 
they can purchase their own individual health 
insurance plan from a licensed health insurance 
provider. And, depending on the state in which a 
student resides, the student may also be eligible 
for coverage by a state-sponsored risk pool, a 
program that provides coverage for individuals 
denied insurance by private insurers because of 
their health condition.

The subscriber/policyholder/insured is the  
individual or organization to whom the health 
care coverage is issued.  In group plans the  
employee is the “certificateholder.” 

• Generally, the subscriber/certificateholder  
 pays the monthly premiums.  
• The subscriber/policyholder can have  
 insurance through a group plan that  
 covers just that person or their dependent   
 family members.  
• A subscriber can also purchase a single   
 or family plan directly from an insurance   
 company.
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Additional Resources   
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National 
HealthCare.gov
A new interactive website that can help with coverage options and 
includes provisions from the Affordable Care Act of 2010,  
www.healthcare.gov.

Getting Covered
A campaign to help educate young adults and their families about 
health care coverage, http://gettingcovered.org.

healthinsuranceinfo.net. 
Developed by Georgetown University Health Policy Institute, this 
site provides consumer guides for each state. See Consumer Guide 
for Getting and Keeping Health Insurance in Florida (2009) 
http://healthinsuranceinfo.net/getinsured/florida/.

Healthcare 411 
http://healthcare411.ahrq.gov
Healthcare 411 is an audio podcast series produced by the U.S. 
Department of Health and Human Services. It shares news and 
information in the form of 60-second programs that feature 
current research on important health care topics. Healthcare 411 
gives consumers information they can use in their health care 
decision making.

healthfinder.gov 
www.healthfinder.gov
An encyclopedia of over 1,600 health topics from trusted sources.

Questions are the Answer 
www.ahrq.gov/questionsaretheanswer
You can improve your care and the care of your loved ones by  
taking an active role in your health care. Ask questions. Understand 
your condition. Evaluate your options.

Health Insurance Resource Center 
www.healthinsurance.org
A wealth of general and state-specific information, including a  
glossary of health care terms. 

Social Security Online
www.ssa.gov/disability
Eligibility information and application for SSDI and SSDI disability 
benefits.
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GovBenefits.gov
Easy-to-use confidential online screening tool allows individuals and 
families to find out which federal and state government benefits they 
may be eligible to receive.
Kaiser Family Foundation
http://www.kff.org/medicare/disabilities.cfm
A comprehensive guide to navigating Medicaid and Medicare for 
people with disabilities. 

Alliance For Health Reform 
www.allhealth.org/ 
Medicaid fact sheet, related policy resources and links. 

American Association For Retired People (AARP)
Information to better understand Medicare, Medigap and Medicaid.

State

Health Insurance: A Guide for Consumers 
www.myfloridacfo.com/Consumers/Guides/Health/index.htm 
Several comprehensive guides about health insurance in Florida 
from the Florida Department of Financial Services.

Florida Medicaid Information
www.fdhc.state.fl.us/Medicaid/index.shtml
Florida’s Medicaid program covers prescription drugs and medical 
services for low-income individuals.
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Uninsured Young Adults:  
Who They Are and  
How They Might Fare  
Under Health Reform
www.kff.org/healthre-
form/7785.cfm
This issue brief highlights  
the current health coverage  
status of young adults,  
current approaches to  
expand coverage to this  
population, and how they 
might be affected by  
national health reform.

Articles 

Rite of Passage? Why Young Adults Become Uninsured and How 
New Policies Can Help, 2009 Update
http://www.commonwealthfund.org/Content/Publications/Issue-
Briefs/2009/Aug/Rite-of-Passage-Why-Young-Adults-Become- 
Uninsured-and-How-New-Policies-Can-Help-2009-Update.aspx
This is the seventh edition of Rite of Passage, first published by  
The Commonwealth Fund in 2003.

Uninsured young people face tough decisions amidst healthcare 
debate (from Yes! Weekly) 
www.yesweekly.com/article-8454-uninsured-young-people-face-
tough-decisions-amidst-healthcare-debate.html

Income Trumps Health Status in Young Adults’ Coverage
www.gallup.com/poll/126203/income-trumps-health-status-young-
adults-coverage.aspx
Young adults who are in good health are significantly more likely  
to have health insurance than those who have some health issue,  
according to an analysis of Gallup Healthways Well-Being Index 
data from 2009.
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