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EXECUTIVE SUMMARY

Council on Medical Service Report 1 responds to the issues raised by Resolution 114 (I-00), which called for the AMA to seek solutions to: (1) the problems with the TRICARE program that have resulted in low numbers of physicians voluntarily entering into contract with that program; and (2) the inability of physicians without such contracts to bill outside the TRICARE program for services provided to TRICARE beneficiaries.  In addition to addressing these issues, the report includes historical and topical information deemed by the Council to be of potential benefit to civilian physicians to assist them in contracting with TRICARE, and in preparing for recent and impending program expansions.

The report presents an overview TRICARE’s triple-option benefit and its administrative structure. It includes beneficiary cost sharing information and the telephone numbers of TRICARE’s regional Managed Care Support (MCS) contractors.  It summarizes the recent expansion of TRICARE to include a senior pharmacy benefit and the extension of TRICARE coverage as a secondary payor to eligible senior beneficiaries.  The report also details circumstances under which civilian physicians have legal obligations to treat TRICARE beneficiaries and to comply with TRICARE billing restrictions, and it identifies the sources of these obligations.

The report finds that in some cases, the Department of Defense (DoD) may to have taken advantage of the Emergency Medical Treatment and Active Labor Act (EMTALA) to shift some of the burden of providing emergency care for TRICARE beneficiaries from its own direct care system to civilian hospitals and physicians without fairly compensating civilian providers for this unsolicited burden.  The report concludes that TRICARE regulations and billing restrictions are no more onerous than those of Medicare and are typically the same as those of Medicare.  TRICARE appears to have improved its performance in terms of paying physicians promptly and providing a higher level of customer service to physicians and beneficiaries.  However, there is little that civilian physicians can do to raise payment rates except in specific localities where market conditions clearly indicate, in the view of TRICARE, that such measures will increase beneficiaries’ access to care from an impaired level to a level more consistent with program standards.  Where such market conditions exist and are recognized by TRICARE, payment increases can be effected in one of two ways.  If access is severely impaired despite an adequate local supply of physicians, the regional MCS contractor may authorize higher rates of payment for all physicians in the locality across all services.  Alternatively, if the access deficit is considered less severe, the MCS contractor may choose to offer contracts selectively to individual physicians, stipulating payment rates that exceed the Medicare participating fee schedule rates by up to 15%.

The report recommends: (1) that the AMA communicate to its members information regarding recent TRICARE program expansions and information to assist physicians in contracting decisions; (2) that the AMA advise its members that TRICARE MCS contractors have the authority to increase payment levels to physicians; and (3) that the AMA elicit information from civilian physicians who have unfairly incurred the costs of treating TRICARE beneficiaries without a right to balance bill, and consider legally appropriate remedies.
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At the 2000 Interim Meeting, the House of Delegates adopted Resolution 114, which calls for the AMA to seek solutions to the problems of: (1) low numbers of physicians voluntarily entering into contract with TRICARE; and (2) the inability of noncontract physicians to bill outside TRICARE’s restrictions for services to beneficiaries.  The Board of Trustees referred the requested study to the Council on Medical Service for a report to the House at the 2001 Interim Meeting.

This report summarizes TRICARE’s structure, billing, and contracting issues, and civilian physician network participation.  Information contained in the report was gathered from representatives of TRICARE Management Activity (TMA), the Department of Defense (DoD) organization that oversees TRICARE; the General Accounting Office (GAO); the Congressional Research Service (CRS); and The Retired Officers Association (TROA), a beneficiary advocacy group; and two AMA member physicians with extensive TRICARE experience.  The sponsor of the resolution, the American Society of General Surgeons, did not respond to the Council’s request for additional comment.

OVERVIEW OF THE TRICARE PROGRAM

TRICARE History

Government-provided medical care for uniformed services personnel and their dependents has been US policy since 1884.  When Military Treatment Facilities (MTFs) could not meet the demand for care of active duty personnel and their dependents in 1943, Congress authorized the Emergency Maternal and Infant Care Program to provide maternity care and care of infants up to age one to families of servicemen in the lowest four grades.  When the Korean conflict stretched MTFs to capacity in 1956, the Dependents Medical Care Act was enacted.  In 1966, amendments to the act created the Civilian Health and Medical Program of the Uniformed Services (CHAMPUS) and authorized outpatient and psychiatric care for active duty family.  Retirees, their family, and some survivors came into the program in 1967.  TRICARE evolved out of demonstration projects begun in 1988, which offered service families health care benefit choices as a way of improving access to care and controlling costs.  It was rolled out nationally in 1993 and fully phased in by 1998. 

TRICARE is a health insurer/provider system operated by the DoD with a budget of approximately  $17 billion.  It purchases or provides inpatient, outpatient, pharmacy, and behavioral health care for active duty and retired service personnel (those who draw retirement benefits) and their eligible dependents (minor offspring; spouses; some unremarried former spouses) through HMO, PPO, and Medicare-style fee-for-service (FFS) products using military and civilian resources and administration. Military resources include 88 medical centers and 516 clinics.  TRICARE is not to be confused with the Veterans Health Administration (VHA)  The VHA is a unit of the Department of Veterans Affairs.  It is a direct provider of hospital, outpatient, pharmacy, behavioral health, and nursing home care to honorably discharged veterans who qualify on the basis of low income and means or service-connected disability; to enrolled veterans; to dependents of veterans with service-connected disability; low income, means, or paid enrollment; to dependents of veterans with service-connected disability; and to survivors of veterans who died in the line of duty (not as a result of misconduct).  The VHA makes health care available to 26 million veterans (more than 3 million unique patients in FY 2000) through 173 medical centers, 771 clinics, 134 nursing homes, and 206 counseling centers by 180,000 staff, and has a budget of approximately $20 billion.

TRICARE: Three Military Health Benefit Programs

TRICARE offers three options to active duty family members and retired personnel and their dependents:

· TRICARE Prime (HMO-style coverage) – Beneficiaries select a Primary Care Manager (PCM), including clinics, practice sites, or MTFs that provide or arrange for all health care services required by enrollees.  Beneficiaries are assigned to MTF PCMs until that capacity is exhausted and then to civilian PCMs in the Managed Care Support (MCS) contractor’s network.  TRICARE Prime provides access to free preventive clinical services and lower cost sharing requirements relative to TRICARE Extra or Standard coverage options.  Enrollment in TRICARE Prime is mandatory for all active duty personnel.

· TRICARE Extra (PPO-style coverage) – Beneficiaries may opt for care from an expanded network including civilian physicians and bear cost shares 5% below that of TRICARE Standard.  No enrollment is required.  Physicians are paid by rates they negotiate with the MCS contractor, typically at a discount off the Medicare participating fee schedule rates.

· TRICARE Standard (Medicare-style FFS coverage) – Beneficiaries obtain treatment from civilian physicians who file assigned or unassigned claims for covered services according to rules almost identical to those of Medicare, including payment according to the Medicare participating fee schedule and the same balance billing restrictions.  No enrollment is required.

In addition to the three program options, nonactive duty beneficiaries are always eligible to receive their care free of charge at MTFs whenever space is available, (i.e., after Prime enrollees have been cared for and if there is remaining capacity.)  Prime enrollees (other than active duty personnel) may obtain covered care out of network using a point-of-service (POS) option.  To use the POS option, enrollees must pay a deductible and a cost share of 50% to 65% of the TRICARE Maximum Allowable Charge (MAC).  Appendix I contains the beneficiary cost share requirements under each of the benefit options described above.

Managed Care Support Contractors

TRICARE operations are largely administered through managed care support contracts.  Managed Care Support (MSC) contractors hold separate contracts in 12 US regions.  MCS contractor responsibilities include developing and maintaining civilian provider networks, ensuring adequate beneficiary access to health care, administering enrollment, authorizing referrals and paying for benefits, processing claims, managing utilization and quality, and educating beneficiaries and providers.  MCS contractors are paid by the DoD according to the bid price of the contract plus negotiated adjustments due to geographic shifts in MTF workload and new benefit mandates or regulations.  The contracts provide for limited gain/loss sharing and risk for cost overruns up to negotiated stop-loss threshold has been negotiated.

TRICARE Senior Pharmacy Program

An estimated 1.6 million military retirees age 65 or older and their dependents became eligible for TRICARE Senior Pharmacy (TSRx) benefits in April 2001.  TSRx beneficiaries pay $3 for generic drugs and $9 for branded drugs when they use TSRx’s network of retail pharmacies or its National Mail Order Program.  Users of non-network pharmacies must meet an annual deductible and incur higher copayments (the higher of $9 or 20%).  Beneficiaries also may fill their prescriptions at a military pharmacy at no cost.  TSRx will cost about $1 billion per year and will not significantly impact civilian physician practices. 

TRICARE for Life Program 

As of October 2001, 1.6 million military retirees age 65 or older and their qualifying dependents became eligible for TRICARE for Life (TFL), which is a “Medigap” policy covering most of the Medicare deductibles and copayments.  TFL and TSRx beneficiaries must be eligible for Medicare Part A and enrolled in Medicare Part B.  All Medicare providers may participate in TFL without recredentialing.  Claims will be filed only once with the local Medicare carrier.  TFL will coordinate benefits with Medicare and pay physicians directly.  This will reduce physicians’ collection expense per assigned claim while increasing physicians’ total collections for TFL patients.  TFL will cost $60 billion over ten years, with first-year costs of about $4 billion.

Contract/Billing Issues

Resolution 114 (I-00) refers to emergent and nonemergent situations in which noncontract physicians are required to care for TRICARE beneficiaries and accept TRICARE’s terms of payment.  It appears that the sponsor of the resolution may have been concerned about nonemergency cases in which physicians fear exposure to liability for patient abandonment if they decline to perform elective surgery on a TRICARE beneficiary after establishing a patient-physician relationship.  A physician who does not participate in TRICARE is not obliged to provide non-emergent care, including elective surgery, even after establishing a patient-physician relationship through diagnosis, treatment, and care planning during a previous encounter.

A related concern may have been that of physicians being required by hospital medical staff rules to treat TRICARE beneficiaries whom they otherwise would decline to see because of the burden of low payment or excessive administrative work.  Although hospital medical staff rules may require medical staff members to treat TRICARE beneficiaries admitted to the hospital, participation in TRICARE is voluntary for individual physicians.  Similarly, the hospital-based physician’s obligation to bill TRICARE on a participating basis (to accept the MAC as payment in full) may be required pursuant to the contract between the physician and the hospital.  All hospital-based physicians employed by or contracted to provide services with a Medicare participating hospital are required to participate in TRICARE, whether or not such consent to participation is articulated in a professional service contract or employment agreement.

To summarize, in the absence of hospital medical staff rules, employment agreement or other contract terms to the contrary, a private physician is not required to treat a medically stable TRICARE beneficiary, (even though all Medicare hospitals are legally bound to provide inpatient care for TRICARE beneficiaries).  However, should a private physician choose to treat the beneficiary anyway, or is compelled to do so by hospital staff rules, the physician is bound by the same billing restriction that applies in the case of all Medicare beneficiaries, (i.e., the physician can never balance bill the TRICARE beneficiary for more than 15% of the fee schedule amount for covered services).  In addition, if the physician is under contract to the hospital, the physician is bound to bill for covered services through the hospital on a participating basis, accepting the local MAC as payment in full.  If the service is not covered by TRICARE, then the physician will collect nothing from TRICARE and may bill the patient for the full amount.

With respect to emergency cases, the Council notes that base closures and other factors constrain TRICARE beneficiaries’ access to military or contracted emergency services in many geographical regions.  As a result, noncontract providers are required to care for emergency patients, as required by the Emergency Medical Treatment and Active Labor Act (EMTALA), and to accept TRICARE’s terms of payment (maximum of 115% of the Medicare participating fee schedule).  As the DoD’s shift of this burden to private physicians is not offset by a right to set and collect their own fees, it raises an equity issue which the Council believes merits the attention of the AMA and the DoD.

Civilian Physician Participation in TRICARE


TRICARE measures physician participation as the percent of claims filed on an assigned basis. These “assignment” rates bear no relation to physician service capacity.  Analyses by the GAO, TMA; and the Center for Naval Analyses/Institute for Defense Analyses (CNA/IDA) find physician participation levels are generally adequate but, in some geographical areas, inadequate to provide all the specialty coverage needed.  Areas underserved by civilian physicians tend to be rural or characterized by a low degree of managed care penetration.  The most significant variables associated with the tendency of physicians to participate in MCS contractor networks (i.e., to accept negotiated payment rates discounted below Medicare fee schedule as payment in full) were the proportion of military patients in a given physician’s patient panel and the degree of market penetration by managed care.

TRICARE uses monetary incentives to increase local participation as needed.  MCS contractors can raise MAC rates to achieve market parity (up to a limit of 1992 levels, which averaged 150% of Medicare) and can negotiate rates of payment to individual physicians up to 115% of MAC. However, a recent GAO study of rural Alaska found that a 28% across-the-board increase in MACs did not increase physician participation.  The GAO found access impeded mainly by nonmonetary factors including a short supply of physicians; the prevailing tendency of public and private payors to pay physicians in full or nearly in full; previous reductions in TRICARE’s payment levels; TRICARE’s reputation for slow payment and onerous administrative requirements; the transient nature of TRICARE’s beneficiary population compared to the local Medicare population; a local culture of self-reliance and independence that encourages reluctance to participate in government managed care programs; and geographical constraints such as the lack of passable roads.

Measurements of Network Adequacy/Access to Care

To evaluate the adequacy of the contractor’s networks, the Council sought ratios of full-time equivalent (FTE) physician specialists to the beneficiaries served, and utilization per beneficiary by CPT code, to compare to standard utilization rates.  Unfortunately, TMA declined to furnish this type of information, which makes it impossible for the Council to determine the specific types of specialty coverage that are lacking in those local areas in which there are specialty coverage deficits.  However, TMA and others furnished other subjective and quantitative data for assessing the networks in terms of beneficiaries’ access to care without regard to specialty. 

In its FY 2000 Annual Report to Congress (FY1998 data), the CNA/IDA reported that the percentage of TRICARE Prime enrollees satisfied with their access to care when needed was 74%, compared to 63% before TRICARE was implemented; the percentage of all TRICARE Prime enrollees satisfied with the overall quality of care was 82%, compared to 73% before TRICARE; and quality of care, as measured by use of preventive care services, generally increased during the period and attained levels consistent with the standards set by the Healthy People 2000 program of the Department of Health and Human Services.

The CNA/IDA report also compared TRICARE’s performance against civilian standards of access to care.  TRICARE beneficiaries who obtained care from MTFs experienced better perceived access to prescription services.  However, compared to the TRICARE beneficiaries who had access to nonmilitary sources care, and compared to the general civilian population, MTF users experienced greater difficulty in making appointments for routine care; more calls to make appointments; longer wait times for medical appointments; less convenient treatment locations; poorer perceived access to emergency care; poorer perceived access to specialists; and greater problems with claims processing.

In the March 2000 TRICARE Operational Performance Statement (TOPS) reports, Prime enrollees’ satisfaction with their access to needed care was significantly less than civilian benchmark (61% versus civilian mean 71%) for those with civilian network PCMs.  The underlying data suggest enrollees experienced unhappiness with their nurse or doctor; problems getting referrals to specialists; delays in care pending approval; and difficulty obtaining care deemed necessary by their physicians.  Overall satisfaction with TRICARE Prime was significantly less than civilian benchmark for Prime enrollees who had civilian network PCMs (41% versus civilian mean 57%).  The DoD assessed these performance deficiencies as cause for immediate redress.  The TOPS reports also indicate substandard performance in several other categories, including the percentage of MTF Prime enrollees meeting appointment waiting standards (74% actual versus 88% benchmark), and rates of preventable hospital admissions (higher than civilian benchmark for 13 out of 18 diagnoses). Local areas in which access is impaired can be identified through examination of performance versus access standard by catchment area according to the TOPS reports available at the TRICARE website.

Information to help Civilian Physicians Understand TRICARE

Improved Service to Physicians

Although TRICARE has a reputation among many civilian physicians for low payment, slow payment, and administrative hassle, TRICARE claims great improvement in paying physicians.  In addition to increases in physician payment levels, TRICARE’s data show reductions in claims processing times to 12 days (14% below industry average) and 97% and 99% reductions in claims pending over 60 and 120 days, respectively.  TRICARE also claims to have several other initiatives under way to further reduce the financial and administrative burden to civilian physicians who participate in TRICARE’s network.  Specifically, TRICARE claims to have added personnel to reduce wait times for telephone customer service; loosened some of its referral, benefit authorization, and prepayment review restrictions, allowing MCS contractors to apply more efficient best practices; and initiated programs specifically designed to improve the adjudication process by reducing deferrals and denials through electronic claims submission and education of providers and beneficiaries.  To assist beneficiaries in instances where payment remains in dispute, TRICARE reports that it makes “extensive reconsideration and appeals options available.”

Important Points About Contracting With TRICARE

The Council believes the following information may be of assistance to those physicians who are considering contracting with TRICARE:

· Physicians can see TRICARE patients on a contract or noncontract basis.  Payment to noncontract physicians is limited to MAC plus collections from balance billing the beneficiary up to 15% of MAC.  The logic of signing a network contract is to provide services at a discount off MAC in exchange for patient volume.  In rare instances in which the local supply of specialists is inadequate, physicians may be able to individually negotiate payment rates up to 115% of MAC or local MACs might be raised, across the board, above the Medicare participating fee schedule levels, or both events might occur. 

· Physicians should perform the same due diligence in contracting with TRICARE as when they contract with other payors.  This includes understanding all the provisions of the network contract and being aware of information resources that detail scope of benefits, limits of coverage, and authorization procedures for referrals and treatments.

· Civilian physicians who wish to contract with TRICARE should refer to the regional MCS contractors.  Appendix II contains the list of MCS contractors and their telephone numbers.

Preparing For The TFL and TSRx Benefit Expansions

Similarly, The Council believes physicians should be aware of the following information regarding the TRICARE for Life (TFL) and TRICARE Senior Pharmacy (TSRx) programs:

· The TFL and TSRx benefits are intended to be seamless from the perspective of the physician. TFL is a Medigap policy and is always secondary to Medicare and any private insurance.  MCS contractors are required to accept standard claims forms HCFA 1500 and UB92, as well as the Medicare electronic billing format.  TFL will automatically pay Medicare’s deductibles and copayments directly to the physician without an additional claim filing.  All physicians authorized to treat Medicare beneficiaries are automatically authorized TRICARE providers. The TFL allowance is equal to the Medicare participating fee schedule rate for covered services. 

· TFL-eligible patients are primarily seniors drawing uniformed services retirement pay, plus their qualified dependents of all ages and some unremarried former spouses (i.e, those who were married to the sponsor during the sponsor’s period of active duty).  Each military retiree must have a Uniformed Services ID card, be eligible for Medicare Part A, and be enrolled in Part B.  Information in his or her Defense Enrollment Eligibility Reporting System (DEERS) files must be current.

· To ensure prompt payment of deductibles and copayments, physicians should identify their TRICARE-eligible patients and help them fill out and transmit the Part B enrollment form.

· Refunding of TRICARE payments will be required when providers treat patients who have both Medigap and TFL policies and both payors pay the same claim.  TFL is the payer of last resort when the beneficiary has coverage from multiple sources.

· Physicians must understand and explain to their TRICARE patients that TFL coverage applies only to the services that are covered according to their TRICARE policy.  TFL will not pay any portion of the charge for services (e.g., chiropractic) that are not covered by TRICARE, even if those services are covered by a different payor.  Beneficiaries must expect to pay for noncovered services out of their own pockets.

· TRICARE provides greater coverage than Medicare for some services (e.g., skilled nursing; inpatient hospitalization) and also provides a benefit that is not offered by Medicare (i.e., senior prescription drug coverage).  In those cases, standard TRICARE copayments and deductibles apply, but only up to a catastrophic limit of $3,000 per year.

· Physicians who are in TRICARE’s network already will be paid on the basis of of Medicare rates for their TFL patients.  TRICARE network discounts do not apply to TFL beneficiaries.  TFL will pay Medicare copays and deductibles.

Discussion

As discussed in this report, TRICARE is DoD’s managed health care program for active duty service members, military retirees, and their dependents.  It was established to increase the capacity to treat uniformed service personnel and their dependents through payment to civilian providers for selected care services.  TRICARE blends the military’s direct care system of hospitals and clinics and CHAMPUS with networks of contracted civilian physicians.  In addition to three main benefit programs corresponding to HMO, PPO, and Medicare-style FFS structures, TRICARE expanded its pharmacy benefit in April 2001 and expanded its eligibility criteria in October 2001 to include retired military personnel over the age of 65 and their dependents within the TRICARE for Life (TFL) program.  TFL will be their secondary payer to Medicare – a “Medigap” policy – at no extra cost to the beneficiary.  TFL will be a primary payer for dependents of retired personnel who have no other health insurance.  By law, TFL is secondary when an eligible individual has coverage from other sources.

The Council believes that TRICARE was created in view of several objectives besides the augmentation of MTF capacity.  These objectives include improvement of beneficiary access and choice, and the adoption of civilian best practices to achieve higher quality, higher satisfaction, and lower cost.  TRICARE’s commitment to the latter should not be underestimated, as the program was created largely in response to the rapid escalation in health care costs during the 1980s.  It seems evident that TRICARE management has concluded that most access issues have been resolved or are being resolved satisfactorily, and that only isolated and local instances of impaired access remain.  TRICARE management also appears to have concluded that in most of these cases, increases in physician payments will not lead to improvements in network access and performance.  MCS contractors share in gains and losses to some degree and consider some local access problems (largely confined to rural markets) to be intractible.  For some reason, one can assume that TRICARE will continue to bargain aggressively on payment rates when negotiating network contract with civilians physicians. 

Physicians’ complaints, in and of themselves, will not motivate MCS contractors to increase payment of physicians.  Such motivation my possibly arise, however, when certain conditions exist.  Physicians will have greater leverage with the MCS contractors when:

· local survey results indicate substandard performance with respect to measure of access;


· beneficiaries directly complain to TRICARE about inadequate access; and 


· the local supply of specialists would be sufficient to treat the local TRICARE beneficiaries if enough of the specialists were willing to see those beneficiaries or sign network contracts.


The Council believes that recent enhancements to TRICARE and general information about TRICARE and TRICARE contracting will be of value to some physicians, including those contemplating participation in the TRICARE network and those already seeing TRICARE beneficiaries who are eligible for the enhanced benefits.  As a result, the Council believes that this information should be communicated by the AMA to all its members. 

The Council believes that in some cases the DoD may have taken advantage of EMTALA to shift the burden of providing emergency care for some of TRICARE’s beneficiaries from the military direct care system to civilian physicians.  The legally binding nature of TRICARE’s billing restrictions prevents civilian physicians from obtaining fair payment for assuming this unsolicited burden. The Council believes the AMA may be able to accurately determine the magnitude of this problem by eliciting and analyzing physician complaints on this matter.  The AMA could then, if warranted, present the cumulative evidence to the DoD and pursue appropriate regulations, legislation and/or judicial remedies.

Recommendations

The Council on Medical Service recommends that the following be adopted and the remainder of the report be filed: 

1. That the AMA communicate to its members information regarding recent TRICARE program expansions, as well as related information to assist physicians in TRICARE contracting decisions. (Directive to Take Action)
2. That the AMA inform its members that Managed Care Support contractors have the authority to increase Maximum Allowable Charges (MACs), in effect under this program, and to negotiate payments above such charges with individual physicians in order to recruit or retain adequate supplies of physicians for their networks. (Directive to Take Action)
3. That the AMA elicit information from civilian physicians who have unfairly incurred the costs of treating TRICARE beneficiaries without a right to balance bill and, based on analysis of the collected complaints, consider legally appropriate regulatory, legislative, and/or judicial remedies. (Directive to Take Action)

Appendix I

TRICARE BENEFICIARY COST SHARING REQUIREMENTS

Active Duty Personnel and their Family Member:

PRIVATE

TRICARE Prime
TRICARE Extra
TRICARE Standard

Annual Deductible 
None


$150/individual or $300/family for E-5 & above; $50/$100 for E-4 & below
$150/individual or $300/family for E-5 & above; $50/$100 for E-4 & below

Civilian Outpatient Visit
$0/visit
15% of negotiated fee
20% of allowable charge

Civilian Inpatient Hospital Admission
$11/day ($25 minimum)
Greater of $25 or $10.85/day
Greater of $25 or $10.85/day

Civilian Inpatient Mental Health
$20/day
$20/day
$20/day

Retirees, Their Family Members, and Other:

PRIVATE

TRICARE Prime
TRICARE Extra
TRICARE Standard (CHAMPUS)

Annual Deductible 
None 
$150/individual or $300/family 
$150/individual or $300/family 

Annual Enrollment Fees 
$230/individual or $460/family 
None 
None 

Civilian Provider Copays: 

Outpatient Visit 

Emergency Care 

Mental Health Visit 
$12 

$30 

$25  ($17 for group visit) 
20% of negotiated fees 
25% of allowed charges 

Civilian Inpatient Cost-Share 
$11/day ($25 minimum charge per admit) 
Lesser of $250/day or 25% of negotiated charges plus 20% of negotiated professional fees 
25% of billed charges plus 25% of allowed professional fees 

Civilian Inpatient Mental Health 
$40/day 
Lesser of $390/ day or 20% of institutional & negotiated professional charges 
Lesser of $144/ day or 25% of institutional & professional charges 

TRICARE Point-of Service (POS) Option

Tricare Prime enrollees are entitled to obtain covered care from nonnetwork providers.  They are responsible for an annual outpatient deductible of $300 per person and $600 per family plus 50% of the MAC for the covered service plus additional balance bill charges up to a maximum of 15% of MAC.

Appendix II

Managed Care Support Contractors by State and REgion

State
Region #
Region          Name
Lead Agent
Contractor
Contractor Phone

Alabama
4
Gulfsouth
Keesler TTC MC, Keesler AFB, Mississippi
Humana Military Healthcare Services
800.444.5445

Alaska
12
Pacific

Health Net Federal Services
800.242.6788

Arizona
8
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Arkansas
6
Southwest
Wilford Hall MC, Lackland AFB, TX
Health Net Federal Services
800.406.2832

California (northern and central)
10
Golden Gate
David Grant AF MC, Travis AFB, CA
Health Net Federal Services
800.242.6788

California (southern)
9
Southern California
Naval MC, San Diego, CA
Health Net Federal Services
800.242.6788

Colorado
8
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Connecticut
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

Delaware
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

District of Columbia
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

Florida
3
Southeast
Eisenhower Army MC, Fort Gordon, GA
Humana Military Healthcare Services
800.444.5445

Florida (panhandle)
4
Gulfsouth
Keesler TTC MC, Keesler AFB, Mississippi
Humana Military Healthcare Services
800.444.5445

Georgia
3
Southeast
Eisenhower Army MC, Fort Gordon, GA
Humana Military Healthcare Services
800.444.5445

Hawaii
12
Pacific
Tripler Army MC, Fort Shafter, HI
Health Net Federal Services
800.242.6788

Idaho (northern)
11
Northwest
Madigan Army MC, Fort Lewis, WA
Health Net Federal Services
800.982.0032

Idaho (southern)
8
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Illinois
5
Heartland
Wright-Patterson MC, W-P AFB, OH
Humana
800.941.4501

Indiana
5
Heartland
Wright-Patterson MC, W-P AFB, OH
Humana
800.941.4501

Iowa
7
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

State
Region #
Region          Name
Lead Agent
Contractor
Contractor Phone

Kansas
7
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Kentucky
5
Heartland
Wright-Patterson MC, W-P AFB, OH
Humana
800.941.4501

Louisiana (southeast)
4
Gulfsouth
Keesler TTC MC, Keesler AFB, Mississippi
Humana Military Healthcare Services
800.444.5445

Louisiana (west)
6
Southwest
Wilford Hall MC, Lackland AFB, TX
Health Net Federal Services
800.406.2832

Maine
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

Maryland
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

Massachusetts
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

Michigan
5
Heartland
Wright-Patterson MC, W-P AFB, OH
Humana
800.941.4501

Minnesota
7
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Mississippi
4
Gulfsouth
Keesler TTC MC, Keesler AFB, Mississippi
Humana Military Healthcare Services
800.444.5445

Missouri
7
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Montana
8
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Nebraska
7
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Nevada
8
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

New Hampshire
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

New Jersey
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

New Mexico
8
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

New York
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

North Carolina
2
Mid-Atlantic
Naval Hospital Portsmouth, VA
Humana
800.931.9501

North Dakota
7
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Ohio
5
Heartland
Wright-Patterson MC, W-P AFB, OH
Humana
800.941.4501

Oklahoma
6
Southwest
Wilford Hall MC, Lackland AFB, TX
Health Net Federal Services
800.406.2832

State
Region #
Region          Name
Lead Agent
Contractor
Contractor Phone

Oregon
11
Northwest
Madigan Army MC, Fort Lewis, WA
Health Net Federal Services
800.982.0032

Pennsylvania
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

Rhode Island
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

South Carolina
3
Southeast
Eisenhower Army MC, Fort Gordon, GA
Humana Military Healthcare Services
800.444.5445

South Dakota
7
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Tennessee
4
Gulfsouth
Keesler TTC MC, Keesler AFB, Mississippi
Humana Military Healthcare Services
800.444.5445

Texas
6
Southwest
Wilford Hall MC, Lackland AFB, TX
Health Net Federal Services
800.406.2832

Texas (west)
8
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Utah
8
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Vermont
1
Northeast
National Capital
Sierra Military Health Services
888.999.5195

Virginia
2
Mid-Atlantic
Naval Hospital Portsmouth, VA
Humana
800.931.9501

Washington
11
Northwest
Madigan Army MC, Fort Lewis, WA
Health Net Federal Services
800.982.0032

West Virginia
5
Heartland
Wright-Patterson MC, W-P AFB, OH
Humana
800.941.4501

Wisconsin
5
Heartland
Wright-Patterson MC, W-P AFB, OH
Humana
800.941.4501

Wyoming
8
Central
Evans Army Community Hospital, Fort Carson, CO
TriWest Healthcare Alliance
888.874.9378

Puerto Rico
15
Latin America/Canada


888.777.8343

Latin America
15
Latin America/Canada


888.777.8343

Canada
15
Latin America/Canada


888.777.8343

Europe




888.777.8343

� source: http://TRICARE.osd.mil/TRICAREHandbook/part1.htm#top1.  As of October 30, 2000, exposure to total annual out-of-pocket costs was reduced from $7,000 to $3,000 ($1,000 for Active Duty family).  As of April 1, 2001, outpatient copays for Active Duty family members enrolled in Prime were eliminated (formerly $6/visit and $12/visit for grades E-4 and lower and grades E-5 and higher, respectively).
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