
Coverage Period:  Beginning on or after 01/01/2026 
Coverage for: Healthy DC Plan

Important Questions Answers Why This Matters:

What is the deductible? $0 The deductible is the amount you owe for covered health care 
services before your plan begins to pay. Since this plan has a $0 
deductible, you do not owe anything before your plan begins to pay.

Does this plan cover 
services from out of 
network providers?

No. Visit www.amerihealthcaritasdc.com 
or call 1-844-214-2470 (TTY 711) for a list 
of network providers.

This plan uses a provider network. If you use a provider outside 
this plan’s network, you will pay full cost of services. Check with 
your provider before you get services.

Summary of Coverage: What this Plan  
Covers and What You Pay for Covered Services

AmeriHealth Caritas District of Columbia (DC)
1201 Maine Ave. SW	
Suite 1000, 10th Floor
Washington, DC 20024

The Summary of Coverage (SC) document shows you a summary of health care services covered by this plan.

IMPORTANT INFORMATION ON NON-COVERED BENEFITS: This benefits package must comply with the Affordable Care Act’s 
essential health benefits and benefits required under D.C. law. These benefits are different from Medicaid. Examples of services 
covered under Medicaid that are not covered by this plan: adult dental, adult vision, and non-emergency transportation to medical 
services (including bus, subway, and taxi vouchers, wheelchair vans, and ambulance).

IMPORTANT INFORMATION ON PREGNANCY: If you become pregnant, federal law does not allow this plan to continue to cover 
you. You will be covered by DC Medicaid for your pregnancy and all your health care needs. Please call Healthy DC Plan at 833-432-
7526 so you can get enrolled in DC Medicaid.

For more information about your coverage, or to get a copy of the complete terms of coverage see www.amerihealthcaritasdc.com or call 
1-844-214-2470 (TTY 711). For general definitions of common terms, such as copayment, deductible, provider, or other underlined terms, see 
the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary.

https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/coverage/what-marketplace-plans-cover/
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Summary of Coverage: What this Plan Covers and What You Pay for Covered Services

What You Will Pay

Limitations, Exceptions, & 
Other Important InformationCommon Medical Event Services You May Need Network Provider 

(You will pay the least)

Out-of-Network 
Provider  

(You will pay the most)

If you visit a health care 
provider’s office or clinic

Primary care visit to treat an 
injury or illness

$0 / visit Not Covered None

Specialist visit $0 / visit Not Covered None

Preventive care/screening/
immunization

$0 Not Covered None

If you have a test
Diagnostic test  
(x-ray, blood work)

X-ray: $0 / visit;  
Lab: $0 / visit

Not Covered None

Imaging (CT/PET scans, MRIs) $0 / test Not Covered Prior authorization required.

If you need drugs to treat 
your illness or condition 
More information 
about prescription 
drug coverage is 
available at www.
amerihealthcaritasdc.
com

Most Generic drugs  
(Tier 1)

Retail: $0; Mail 
Order: $0

Not Covered Up to 30-day supply (retail); up to 
90-day supply (mail order). Subject 
to formulary guidelines.

Most Preferred brand drugs 
(Tier 2)

Retail: $0; Mail 
Order: $0

Not Covered Up to 30-day supply (retail); up to 
90-day supply (mail order). Subject 
to formulary guidelines.

Non-preferred drugs 
(Tier 3)

Retail: $0; Mail 
Order: $0

Not Covered Up to 30-day supply (retail); up to 
90-day supply (mail order). Subject 
to formulary guidelines.

Specialty drugs 
(Tier 4 and Tier 5)

Retail: $0; Mail 
Order: $0

Not Covered Up to 30-day supply. Subject to 
formulary guidelines.

https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#formulary
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#formulary
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Summary of Coverage: What this Plan Covers and What You Pay for Covered Services

What You Will Pay

Limitations, Exceptions, & 
Other Important InformationCommon Medical Event Services You May Need Network Provider 

(You will pay the least)

Out-of-Network 
Provider  

(You will pay the most)

If you have outpatient 
surgery

Facility fee (e.g., ambulatory 
surgery center)

$0 Not Covered Prior authorization required.

Physician/surgeon fees $0 Not Covered Prior authorization required.

If you need immediate 
medical attention

Emergency room care $0 $0 Limited to Emergency Services.

Emergency medical 
transportation

$0 $0 Non-emergency transportation is 
not covered by this plan. You will 
be responsible for paying for non-
emergency transportation.

Urgent care $0 Not Covered Limited to unexpected, urgently 
required services. If traveling outside 
of the DC service area, urgent care 
is not covered.

If you have a hospital 
stay

Facility fee  
(e.g., hospital room)

$0 Not Covered Prior authorization required except 
emergency admissions and services.

Physician/surgeon fees $0 Not Covered Prior authorization required except 
emergency admissions and services.

If you need mental 
health, behavioral health, 
or substance abuse 
services

Outpatient services $0 / individual 
visit; $0 / group 
visit

Not Covered Covered services for behavioral 
health are different than Medicaid. 
For example, Behavioral Health 
Community and Case Management 
Services covered under Medicaid are 
not covered by this plan.
Check your plan information.

Inpatient services $0 / day Not Covered Prior authorization required except 
emergency admissions and services.

https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#emergency-medical-transportation
https://www.healthcare.gov/sbc-glossary/#urgent-care
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Summary of Coverage: What this Plan Covers and What You Pay for Covered Services

What You Will Pay

Limitations, Exceptions, & 
Other Important InformationCommon Medical Event Services You May Need Network Provider 

(You will pay the least)

Out-of-Network 
Provider  

(You will pay the most)

If you are pregnant

Office visits $0 Not Covered If you are pregnant, federal law 
does not allow Healthy DC Plan 
to cover you. You can enroll in DC 
Medicaid. You must immediately 
let Healthy DC know so you can be 
enrolled in DC Medicaid. Either log 
into your account at https://www.
dchealthlink.com or call Healthy 
DC Plan at 833-432-7526 or let 
AmeriHealth Caritas DC know to 
help get your pregnancy
covered.

Childbirth/delivery 
professional services

$0 Not Covered

Childbirth/delivery 
professional services

$0 Not Covered

If you need help 
recovering or have other 
special health needs

Home health care $0 / visit Not Covered Prior authorization required; limited 
to 90 visits/episode of care

Rehabilitation services Inpatient: $0 / day; 
Outpatient: $0 / 
visit

Not Covered Prior authorization required; limited 
to 30 visits per episode of care

Habilitation services $0 / visit Not Covered Prior authorization required; limited 
to 30 visits per episode of care

Skilled nursing care $0 / visit Not Covered Prior authorization required; limited 
to 60 days per benefit period

Durable medical equipment $0 / visit Not Covered Prior authorization required.

Hospice services $0 / visit Not Covered Prior authorization required. Limited 
to 180 days per eligibility period 
which includes a maximum of 60 
days Inpatient Hospice services per 
eligibility period.

https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#hospice-services
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Summary of Coverage: What this Plan Covers and What You Pay for Covered Services

Services Your Plan Does NOT Cover
(Check your policy or plan document for more information and a list of any other excluded services.)

•	 Adult Dental
•	 Adult Vision
•	 Non-Emergency Transportation
•	 Acupuncture
•	 Cosmetic Surgery

•	 Spinal manipulation except for 
musculoskeletal conditions of the spine

•	 Urgent Care Outside of Service Area
•	 Hearing Aids
•	 Long-Term Care

•	 Non-Emergency Care when Traveling 
Outside the U.S.

•	 Abortion for which Federal funding is not 
available

•	 Private-Duty Nursing
•	 Routine Foot Care
•	 Weight Loss Programs

Excluded Services:

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

AmeriHealth Caritas DC Enrollee Services 1-844-214-2470 (TTY/TTD 711)

Department of Insurance, Securities and Banking 1-877-685-6391 or www.disb.dc.gov

Does this plan provide Minimum Essential Coverage? Yes.

YOUR RIGHTS: Other coverage options may be available to you, too, including buying individual insurance coverage on DC Health Link. For 
more information, visit www.dchealthlink.com or call 855-532-5465.

YOUR GRIEVANCE AND APPEALS RIGHTS: There are agencies that can help if you have a complaint against your plan for a denial of care. 
This complaint is called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for 
that medical claim. Your plan documents also provide complete information on how to submit a claim, appeal, or a grievance for any reason 
to your plan. For more information about your rights, this notice, or assistance, contact the agency in the chart below. Additionally, a consumer 
assistance program can help you file your appeal. Contact the District of Columbia Healthcare Finance Office of the Ombudsman at 441 4th St, 
NW (9th and 10th Fl.) Washington, DC 20001, 1-877-685-6391, email healthcareombudsman@dc.gov or http://ombudsman.dc.gov.

http://www.disb.dc.gov
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#plan
http://ombudsman.dc.gov
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Summary of Coverage: What this Plan Covers and What You Pay for Covered Services

Nondiscrimination Notice
AmeriHealth Caritas DC complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, 
age, disability, or sex. AmeriHealth Caritas DC does not exclude people or treat them differently because of race, color, national origin, age, 
disability, or sex. We also:

•	 Provide no cost aids and services to people with disabilities to communicate effectively with us, such as:
—	 Qualified sign language interpreters
—	 Written information in other formats, such as large print, audio, and accessible electronic formats

•	 Provide no cost language services to people whose primary language is not English, such as:
—	 Qualified interpreters
—	 Information written in other languages

If you need these services, call 1-844-214-2470 (TTY/TTD 711).

If you believe that AmeriHealth Caritas DC has failed to provide these services or discriminated in another way on the basis of race, color, 
national origin, age, disability, or sex, you can file a grievance by mail or phone at: AmeriHealth Caritas District of Columbia, Enrollee Services 
Grievances Department, 200 Stevens Drive, Philadelphia, PA 19113, 202-408- 4720 or 1-800-408-7511 (TTY/TDD 1-800-570-1190).

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through 
the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department 
of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-
537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Help In Your Language
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-844-214-2470 (TTY/TTD 711).
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